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INTRODUCTION. 
ETIOLOGY OF ECLAMPSIA. 
CLINICAL PICTURE. 
TREATMENT. 
1. General. 
2. Rest. 
3. Diet. 
4. Sedatives. 
5. Reduction of Blood Pressure. 
6. Antidotes—Counteracting the Actdosis. 
7. Term:nation of Pregnancy. 
CONCLUSIONS. 
1. Etiology. 
2. Treatment. 
a. Procedures to avoid. 
b. Medical treatment. 
c. Surgical treatment. 
SUMMARY. 
LITERATURE. 
INTRODUCTION. 

The maze and indecision which surround the eti- 
ology and pathological physiology ef eclampsia have 
given rise to considerable difference of opinion as to 
the best treatment for this condition. This has led 
me to make a careful study of the various facts pre- 
sented in the literature, together with the impres- 
sions made upon the various authors as expressed by 
them; to carefully analyze the different modes of 
treatment in order to conclude, if possible, from their 
success the fundamental disturbance underlying the 
disease, and to draw from this, in turn, the treat- 
ment of choice for this very serious complication of 
pregnancy. 

THEORY OF THE ETIOLOGY OF ECLAMPSIA. 

There have been many theories projected to ex- 
plain the pathologic conditions in eclampsia, but the 
one most widely accepted at the present time is the 
toxin theory.t2* Dold and Schénfeld have each in- 
jected extracts of the human placenta into mice and 
obtained pictures closely resembling human eclamp- 
sia. Schonfeld found that the saline extract was 
practically inert, while the glycerine extract was 
Most influential in producing the disease. He as- 
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serts that the lipoids content of the blood is of diag- 
nostic importance and urges that methods for their 
perfection be improved. As to how the toxin finds 
its way into the circulation, Young**® asserted that 
infarcts of the placenta give rise to the toxin by 
autolysis. LaVake® points out that infection causes 
obstruction of the vein or artery in the placenta by 
thrombosis, which in turn causes the infarct. Au- 
tolysis of this area gives rise to toxins which are ab- 
sorbed by the circumambient blood and circulated in 
the body. Mosher’ speaks for infection as the origi- 
nal cause, and believes that cleanliness of the mother 
adds to her opportunities of a good outcome. He 
argues in favor of the toxin theory. Stroganoff* 
thinks that eclampsia is an infectious disease because, 
(1) it is a general disease affecting all the paren- 
chymatous organs, (2) it is an acute infection com- 
mencing explosively after certain prodromata, (3) 
the fever that accompanies it, especially the post- 
mortem thermic elevation is peculiar to infection; 
(4) one attack confers immunity, (5) there is mark- 
ed genus epidemicus; in 1897, 25 % died, while in 
19 cases in 1898, there was no mortality; it is other- 
wise impossible to explain the increase in populous 
centers. While Stroganoff does not express himself 
as to the toxin theory, yet the facts he points out 
are evidences in support of LaVake’s conclusions as 
to the process of the origin and formation of the 
toxin. 

Leipmann and Schulz? show that there is a 
stronger albumin structure in the eclamptic placenta 
than in the normal and conclude that the changed 
chemistry in the albumin molecule accounts for the 
disease. 


Whatever the toxin, whether lipoid or albumin, 
whether it is peculiar to the eclamptic placenta or is 
present in all placentas, it seems fairly certain that 
the toxin is present in the placenta and passes from 
there to the body, to all appearances under the action 
of infarct formation with autolysis and absorption. 
Warren,?® Crouch, Moran,'* Bell? and Greil’? with 
few exceptions accept the toxin theory. 

Ordinarily, products of katabolic metabolism are 
eliminated through the kidneys, liver, bowel, skin and 
lungs. Those conditions that usually exist in the 
eclamptic,'* 45 (polyhydramion, multiple pregnancy, 
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tight and abdominal wall and occasionally an already 
slightly damaged kidney), however, produce com-- 
pression of the ureters with obstruction to the uri- 
nary outflow, constipation from interference of the 
outlet and formation of additional poisons, and com- 
pression of the liver between the diaphragm, uterus 
and abdominal wall. 

So when the toxin enters, it meets a system in- 
adequately prepared to resist it. The excretory 
functions of the body have already been severely dis- 


_ turbed, and the added toxin gradually adds more and 


more to the tasks already operating poorly. The 
mother’s body must then depend upon the immunity 
which W. Blair Bell* has pointed out exists in every 
man and woman to this toxin. The immunity soon 
gives way to increasing accumulation of the product. 
Because the body has been unable to excrete all 
the poisonous products and because the toxin has 
broken down the immunity, the toxin is in a position 
to bring about the next step, a parenchymatous in- 
jury to the kidney and liver, and injury of the en- 
docrine glands, especially the parathyroids (Mas- 
saglia’®) whose function is thought to be the conver- 
sion of certain products of the alimentary tract into 
more easily eliminable substances. These processes 
are of gradual onset and undoubtedly pass indetermi- 
nately from one into the other. It is during the in- 
duction of this parenchymatous injury that the first 
clinical evidence of the disease presents itself. 


CLINICAL PICTURE. 

The final marked derangement is one of slow in- 
duction during which the blood pressure rises, albu- 
min appears in the urine and edema of the ankles, 
hands and face occurs. Edema of the brain sets in, 
as shown by cerebral symptoms—flashes before the 
eyes, loss of vision or other visual disturbances, 
headaches, vertigo, nausea, weakness, etc. The 
damage becomes so severe that the excretory system 
becomes very nearly completely closed down, the 
kidneys cease to function, the blood pressure mounts 
rapidly and everything comes to a climax when the 
patient goes into convulsions. Occasionally, where 
the action of the toxin is rapid, this gradual accumu- 
lation of symptoms is not permitted, the blood pres- 
sure does not rise until the climax itself is reached, 
but the action of the toxin on the organs is the same. 
‘Zangemeister,‘” who has made a careful study of 
the five symptoms that constitute the clinical picture 
of this disease, notes that: (1) the blood pressure 
rises, (2) then there is an abnormal increase in 
weight simultaneous with (3) the development of 
edema, and shortly after that there appears (4) al- 


bumin in the urine, with diminuticn in the amount 
of chlorides in the urine and diminution of the 
quantity of the urinary output. This passes into (5) 


edema of the brain, with finally anemia of the brain § 


and convulsions. 

From the time the convulsions commence until the 
return of the blood pressure to normal and until the 
function of elimination is again resumed, the condi- 
tion of the patient is very serious and the outcome is 


doubtful. 
TREATMENT. 


1. General. 

Treatment should be instituted before the appear- 
ance of the convulsions. Some believe that the condi- 
tion can be prevented in every case by the proper 
therapy for the preeclamptic toxemia, which Vignes 
calls eclampsism. All medical men believe that the 
convulsions can be avoided in some cases. Every 
possible factor must be considered to offset the path- 
ological physiology present. One factor alone cannot 
suffice for the treatment. All methods must be 


‘used. Control of the convulsions, once they have oc- 


curred, is an indication of favorable progress, since 
this is the culminating symptom of the disease. The 
patient’s condition is so critical, nevertheless, that 
any unusual shock, any unforeseen mishap, may suf- 
fice to cause her death. Peterson’s figures show that 
mortality is lowered by control of the convulsions, 
but treatment cannot stop at control of the convul- 
sions. Those methods of therapy which are of use in 
eclampsism must be used also in eclampsia. 

All sources of infection should be cleaned up.**' 
The patient should consult the physician every month 
during gestation up to the eighth month, then every 
two weeks. During the last month, the patient 
should call every week. At each visit, the consultant 
should take the blood pressure and examine the urine, 
as well as inquire into the general health of the px 
tient. She should be warned as to serious mental 
symptoms without unnecessarily alarming her. 

2. Rest. 

When a patient presents a rising blood pressure 
and albumin in the urine with pregnancy, she should 
be confined to bed at once. Rest is a very important 
feature in the treatment. Vignes'® confines his pre- 
eclamptic cases to bed until they are free from al- 


bumin in the urine. The room should be darkened 


and all unnecessary conversation and movement pro- 
hibited. 
3. Diet. 
The diet is obviously a matter of importance. The 
picture is one showing an injury to the organs of 
elimination, therefore the katabolism or amount of 


VoL. X 


waste 
Coms 
nothit 
chlorz 
LaVa 
form 
ology 
that le 
no ap 
centré 
chlorc 
cells 
luted 
under 
longe 
fat or 
and ¢ 
Leigh 


To 
and a 
to the 
are cc 
ment 
methc 
the fc 


ing qi 


24 he 
reduc 
additi 

Soc 
tion \ 
grain; 
are g 
have 


— 
phate 
hours 
Arno 
| Vig 
Reddi 
fear « 
the i 
thors 
drate 
quant 
gram 
uses 
Veit, 
(1,80 
| drug 
than 
clans 


H, 1923 


nount 
f the 
9 (5) 


brain 


til the 
il the 
ondi- 
me is 


ypear- 
-ondi- 
roper 
‘ignes 
it the 
ivery 
path- 
annot 
st be 
OC- 
since 

The 

that 
sul- 
that 
310ns, 
nvul- 
ise it 


pots 
10nth 
every 
tient 
iltant 
1rine, 
pa 
ental 


Vor. XXXVII. No. 3. 


BESSESEN—ECLAMPSIA. 


AMERICAN 5 I 
JOURNAL OF SURGERY. 


waste products must be minimal. Vignes ** and 
Comstock’® favor milk diet. Stroganoff?° gives 
nothing except the milk with which he administers 
chloral hydrate. Strachan** opposes milk and meat. 
LaVake**, in an experiment upon dogs with chloro- 
form poisoning, a condition which presents a path- 
ology almost identical with that of eclampsia, showed 
that lack of oxygen without circulating poison causes 
no appreciable change in the staining reaction of the 
central cells of the liver while lack of oxygen with 
chloroform poisoning causes necrosis of the central 
cells of the liver, and some necrosis of the convo- 
luted tubules of the kidney. High carbohydrate diet 
under these conditions allows the animal to live 
longer and shows less destruction than does a diet of 
fat or protein. The application of carbohydrate diet 
and oxygen, then, has a definite pathological basis. 
Leighton®® and Arnold**, however, give no food. 
4. Sedatives. 

To insure more complete rest, to reduce metabolism 
and also to relieve the brain from hypersensitiveness 
to the toxin (thus preventing convulsions), sedatives 
are considered the most valuable factor in the treat 
ment of eclampsia by the advocates of the expectant 
methods of therapy. Of the narcotics, morphine has 
the foremost position. This is administered in vary- 
ing quantities, e. g., 14 grain of the muriate, repeat- 
en in three hours (Stroganoff), 14 grain of the sul- 
phate and repeated 14 to 4% grain every two to four 
hours as necessary (Leighton?*, McPherson*®® and 
Arnold**), Others give smaller doses. 


Vignes,4® Warren,?® Brodhead,?* Strachan,’ and 
Reddick** definitely oppose the use of morphine, for 
fear of morphinizing the baby and thus increasing 
the infant mortality. The first three of these au- 
thors opposing the use of morphine, use chloral hy- 
drate in large amounts. Stroganoff,?° who uses large 
quantities of morphine, gives in addition, 8 to Io 
grams of choral in twenty-fours hours. Vignes*® 
uses as much as IO to 15 grams in 24 hours; while 
Veit, according to Zinke?®, administered 120 grams 
(1,800 grains) in one month with good results. This 
drug is used more extensively in European clinics 
than in this country. Most of the American physi- 
cians prescribe doses approximating 3 to 4 grams in 
24 hours at the outside. Zinke states that chloral 
reduces the blood pressure and for this reason it is of 
additional value. 

Sodium bromide is used by: Arnold™* in conjunc- 
tion with chloral hydrate, in quantities of 15 to 45 
grains, depending a great deal upon what other drugs 
are given and how much of them. This seems to 
have some beneficial effect. 


Strachan?’ who, as previously mentioned, op- 
poses the use of morphine, suggests the substitution 
of paraldehyde in its place, giving 2 drams by rectum 
and repeating half that dose at two-hour intervals 
if necessary. It has almost the same sedative power, 
he states, without its ill-effects. 

In order to relieve the pressure on the brain and 
place a sedative directly over the nerve tissue where 
it will act most quickly, Henkel*® injects, 14 grain 
of cocain and one-two hundredth grain of scopola- 
min following spinal drainage by lumbar puncture. 
He reports eighteen cases with good results. 

5. Reduction of blood pressure. 

Rest, diet and sedatives control the metabolic pro- 
cesses of the body proper and the reaction of the hy- 
persensitive nervous system to the toxin present in 
the organism. Our next problem is to attempt to re- 
duce to normalcy the pathologic changes present. 
The chief clinical symptom is the high pressure,* 
the reduction of which is perhaps the most importart 
factor in the treatment. Rising blood pressure is 
the most constant indication of approaching eclamp- 
sia. Eclampsia with a low or normal blood pressure 
is so infrequent as to constitute a negligible percent- 
age of the cases. So in the therapy the reduction of 
the blood pressure is the most reliable single method 
of controlling the convulsions. Those few cases that 
resist the method and still continue to show convul- 
sions after a substantial fall of pressure, can almost 
invariably be controlled by the use of sedatives. As 
previously mentioned, while the control of the con- 
vulsions is by no means the end of the treatment, yet 
it is a favorable indication. The important relation 
which the blood pressure bears on the occurrence of 
eclampsia will be seen when we consider the very 
definite conclusion drawn by Irving** from his classic 
study of the systolic pressure of 5000 gravida. With 
a blood pressure of 130-140, one in thirty-two are 
toxemic; of 140-150, one in eleven are toxemic; of 
150-160, one in three are toxemic; of 160-180, one 
in two are toxemic; over 180, all are toxemic. 

It is but a step for a toxemic patient to develop 
eclampsia. Haussling,®* Irving,®? Hfrst,** and 
Evans* and others ** *’, all consider a systolic pres- 
sure Over 150 in patients who have previously had a 
normal pressure to be deserving of active treatment. 
One hundred fifty is the danger point. J. C. Hirst** 
reports that the highest systolic pressure he has en- 
countered in a gravida without convulsions is 192. 
Haussling** states that eclampsia rarely occurs with 
a blood pressure of less than 160, systolic. 

Zangemeister’s*” study seems to show that the con- 
vulsions are due to a combination of edema and ane- 
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mia of the brain caused by arterial hypertension and 
the intense intracranial pressure secondary to it. 
These facts demonstrate the damage done to the 
brain by the extreme arterial pressure and the im- 
portance of effecting its reduction. 

In effecting reduction of the blood pressure, all 
the methods of elimination that have been advocated 
io remove the toxin are of some value. The use of 
gastric lavage 7° 7° %* % with 5 to 10 liters of 
sodium bicarbonate or glucose solution, introducing 


_ magnesium sulphate or castor oil before withdraw- 


ing the tube, is popular. Colonic flush?* ** ** *° with 
5 to 10 liters of sodium bicarbonate or glucose solu- 
tion has been advised as an added means of aliment- 
ary excretion. Stroganoff does not follow any of 
these procedures, on the basis that it is too exhaust- 
ing to the patient. He prefers to leave the patient 
alone and keep her quiet. 

The use of diuretics in eclampsia is of question- 
able value, if not harmful. In preeclamptic toxemia, 
however, it is well to induce free kidney action. 

The application of hot wet packs or hot air baths 
to stimulate increased excretion from the skin has 
been made use of by many (Knipe** and Donnelly, 
Cragin,** Greil,’? Murray,*? Brodhead,?> Comstock’® 
and Moore**). Altman,** Stroganoff and Zweifel 
do not use diaphoresis. It is definitely opposed by 
Tweedy and Leighton”* on the ground that sweating 
concentrates the toxins in blood which is already con- 
centrated. In disproof, Zangemeister’? has shown 
that there is diminished density of the blood plasma 
in eclamptic women. Following are his figures: 


normal gravid 2-5 mo. ............ 70.2Y0 
normal gravid 6-8 mo. ........... 66.3% 
gravid with slight edema ......... 64.4% 
gravid with severe edema ........ 60.4% 
without albumin 61.6% 
57-6% 


In consideration of these data submitted by Zange- 
meister, it would apparently be quite the opposite 
from detrimental to the patients’ welfare to concen- 
trate the blood. Even with the possibility in mind 
of concentrating the toxins, there still remain the 
physiological facts that a hot bath lowers the blood 
pressure and that the skin eliminates, even if that 
elimination is small in amount. 

Under the heading of elimination may be discuss- 
ed lumbar puncture. In addition to this elimination 
function, it also relieves the intracranial pressure. 
Kronig,*® Vignes*® and Wilson*® believe lumbar 
puncture to be good therapy. Zangemeister even 
goes so far as to-perform decompression, if neces- 


sary, to relieve the cerebral edema. Zinke”® refers 
Helme and Koenig as stating that lumbar puncture 
is a hazardous and doubtful procedure. Henkel® 
does not rely upon spinal drainage alone, but follows 
it with the injection of cocain .o15 and scopolamin 
.9003. He reports good results in the control of con- 
vulsions. 

Almost all the supporters of the expectant methods 
of treatment bleed the patient : 12-24 oz. (Arnold**‘); 
10-18% of the patient’s blood (Vignes'*) ; 20-30% 
of the patient’s blood (Chirie®*®); Stroganoff and 
Zweifel bleed profusely. Evans® refers to Denman 
(text-book, 1780) as stating that he had not for years 
seen or heard of a death from eclampsia in which 
bleeding had been timely and sufficient. The physio- 
logical explanation for the beneficial action of this 
therapy that most of these authors present is that 
the bleeding eliminates so much toxin. This may be 
correct, but the remaining blood is just as saturated 
with the toxin as that which has been withdrawn. 
The chief beneficial principle involved is the reduc- 
tion of the blood pressure which profuse bleeding 
induces. Cragin** says that patients subsequent to 
convulsions have so resembled victims of shock that 
it is unwise to bleed. For this reason, if operative 
procedures are expected, it would be unwise to bleed 
the patient. 

Those authors who do not bleed the patient, ad- 
minister veratum viride or nitroglycerine to reduce 
the hypertension. Fearn*® in 1871 gave veratrum 
gtt. xv by mouth every fifteen minutes until the 
pulse was 50, and then kept it there. He frequently 
induced nausea and vomiting, but persisted in spite 
of it. He reported good results. Zinke,?® Crouch," 
Brodhead*® and Moore**® inject hypodermatically 
XV-XXv minims and repeat in 2 to 4 hours or reduce 
the dose to x minims every 30 minutes until the pulse 
drops to 60. Haultaine prefers veratrone, a deriva- 
tive of veratrum viride, given hypodermatically 14 
to I cc., or by mouth I to 3 minims three times daily. 
Knipe** and Donnelly favor nitroglycerine, gr. 1/100, 
at four-hour intervals, while Brodhead and Crouch 
combine nitroglycerine and veratrum. 

6. Antidotes—counteracting the acidosis. 

The discussion of the factors of rest, diet, seda- 
tives and reduction of blood pressure in the forego- 
ing, has dealt mainly with the offsetting of the patho- 
logical effects of the toxin present. Some authors 
have suggested that antidotes to the toxin itself may 
be introduced by counteracting the acidosis.*® Thus 
W. Blair Bell* performed a blood transfusion in an 
apparently dying woman with remarkable results. 
Bell was probably treating a condition of shock ii 
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addition to counteracting the acidosis. This method 
of therapy is advisable in late stages of the disease. 
The administration of oxygen, as well as the feeding 
of high carbohydrate diet as previously mentioned, 
reduces the amount of demonstrable disease, prob- 
ably by antidoting the toxin as well as by stimulating 
the tissues. The slight alkalinity of sodium bicar- 
bonate counteracts the acidosis®® when injected in- 
travenously*’ or used as a lavage for the stomach or 
colon. Sodium chloride is slightly acid, therefore 
this preparation should not be used. The adminis- 
tration of thyroid and parathyroid extracts has been 
practised by Nicholson, Baker and Davis according 
to Zinke*®. This is urged also by Massaglia,*® who 
has experimented with its effect upon pregnant dogs. 
7. Termination of Pregnancy. 

The most important and most discussed feature of 
the treatment of eclampsia is the termination of ges- 
tation—the elimination of what is commonly con- 
ceded to be the source of the toxin. In discussing 
termination of pregnancy, the subject of anesthesia 
must be considered. The anesthetic must not add 
more tissue damage to that already present. Chloro- 
form is out of the question because the pathology of 
chloroform poisoning is very smiliar to that of 
eclampsia,” 54 5? 54 by discontinuing its use 
certain authors have reduced their mortality 
(Cragin*’). Ether affects the kidneys and raises the 
blood pressure, and since the hypertension has a 
definite bearing on the convulsions, Hirst,** Haus- 
sling,** Evans,** Irving,*? and Zangemester*’) it 
would be wiser, if possible, to eliminate ether in in- 
ducing sleep. Nitrous oxid-oxygen is by far the best 
of all anesthetics to administer for this condition. 
The oxygen present has a distinctly benefical effect 
upon the disease (Stroganoff and LaVake*?). 

A study of the following data gives a fair impres- 
sion of the results to.be obtained by the expectant 
method of treatment and abdominal Cesarean sec- 


tion: 
Expectant Treatment. 


Number Maternal Infant 


Author of gases. mortality. mortality. 
400 6.6% 22 % 
38 6% 50 % 

188 12 % 27.06% 
MePherson®® .......... 55 . 12.7% 34 % 
Knipe and Donnelly**... 83 16.8% 28.5% 
Zinke reports Ballantyne”? 29 17.2% 

256 29 % 45 % 


53 
eee 21* 28 % 50 % 
20 50 % 37.5% 
*primiparae. 
jmultiparae. 

Abdominal Cesarean Section. 
6 0% 16.6% 

2I 10 % 20 % 
Reports Olin .......... 31 3 % 

1-3 hours after first convulsion— 

50 28 % 

later than 6 hours after first convulsion— 

500 25.79% 10.69% 


Strachan** refers to Bumm as having a 2% ma- 
ternal mortality since instituting abdominal Cesarean 
section as soon after the first convulsion as possible. 
Before that, his mortality was 30%. 

As regards the infant mortality in abdominal Ce- 
sarean section, Peterson reports the following: 

Up to 1908, after 1-5 convulsions, 40 babies; 3 
deaths ; 7.5%. 

1908-1913, after 1-5 convulsions, 118 babies; 3 
deaths ; 2.54%. 

Up to 1908, after 6 or more convulsions, 49 babies ; 
13 deaths; 26.52%. 

1908-1913, after 6 or more convulsions, 76 babies ; 
6 deaths; 7.89%. 

Kosmak,*? Evans,®* Leighton,?* Fearn,*® Alli- 
son,*’ Warren,’° Altman,** Allbright,®® and Moore** 
favor the expectant treatment. On the other hand, 
Schachner,®® Bartholomew,’ Arnold,?* Potter, 
Schweizer,’? Masterman,’* Cressy,’* Dorsett,’’ 
Welz® and Wright* ** are in favor of rapid, rad- 
ical removal of the child. Cragin,** Young, * In- 
glis,** Vignes,* Hirst®’ and Newell® give reports 
which combine the two methods. 

From the foregoing data, the most striking facts 
observed are (1) that in the operative treatment of 
the condition, the infant mortality is much lower 
than in the expectant type of therapy; (2) that the 
maternal mortality is no lower for the averages of 
the percentages for the expectant treatment than for 
the operative treatment; (3) while the mortality for 
those cases operated upon early (as specified in the 


. literature) is distinctly lower than that resulting from 


the expectant treatment ; and, finally, (4) that opera- 
tion performed early is attended with much lower 
mortality for both mothers and babies than when per- 
formed late. Six hours after the first convulsion has 
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been set as the dividing line by Parke.®** Later than 
this, operation must not be performed. 


Eclampsia is a surgical condition to be treated by 
vaginal hysterotomy up to the seventh month and by 
abdominal Cesarean section after that time. The 
contraindications for operation are: 

1. Labor already in progress. 

2. A dead baby; in which case the mother’s 
chances are already good. | 

3. Vaginal examinations ; introduction of infection 
by this means is attendant with too much risk to the 
mother, Rectal examination is always to be preferred. 

4. An inexperienced surgeon should not attempt 
the operative treatment. 

5. Later than six hours after the first convulsion, 
operative procedure should not be undertaken, be- 
cause the maternal mortality mounts rapidly from 
this time on. The mother is in such poor condition, 
that shock is likely to result from violent interference, 
with a fatal issue. 

This condition should be handled in much the 
same manner as appendicitis. If appendicitis*®? is 
operated upon within thirty-six hours after the first 
acute attack, the best surgical results are obtained. 
After thirty-six hours, the best results are obtained 
by the Ochsner treatment. So in eclampsia, if opera- 
tion is not performed within six hours after the first 
convulsion, the best results are obtained by the ex- 
pectant treatment. 

It is conceivable that if eclamptic mothers are 
operated upon immediately after the first convulsion 
and then treated carefully, the mortality of Cesar- 
ean section for eclampsia may fall as low as the mor- 
tality of Cesarean section for any other cause. The 
operation, with its attendant loss of blood and empty- 
ing of the uterus, will reduce the blood pressure. If, 
then, the mother is completely narcotized with mor- 
phine, chloral hydrate and sodium bromide, and ii 
rest, diet and elimination are instituted, the best pos- 
sible aid has been rendered to both the mother and 
infant. Administration of chloroform and the per- 
formance of accouchment forcé have absolutely no 
place in the treatment of eclampsia. If operation is 
anticipated, do not bleed. Do not operate later than 
six hours after the first convulsion. 


CONCLUSIONS. 
1. Etiology. 


Infection causes placental infarcts, autolysis of- 
which produces a toxin whose improper elimination 
leads to its producing a parenchymatous injury of 
the organs of excretion (kidney and liver) and of 
internal secretion (especially parathyroid glands). 


Rise in blood pressure with final blocking of kidney 
function produces edema and anemia of the brain 


with convulsions. 
2. Treatment. 


a. Procedures to avoid: 

1. Chloroform anesthesia. 

2. Accouchment forcé. 

3. Bleeding before operation. 

4. Operation later than six hours after the first 
convulsion. 

b. Medical treatment : 

1. Rest. 

2. Diet—high carbohydrate. 

3. Sedatives—chloral hydrate, paraldehyde and 
sodium bromide before delivery ; morphine after 
delivery. 

4. Reduction of blood pressure—preferably by 
elimination (mild catharsis with or without the 
addition of gastric lavage and coponid flush), 
diaphoresis and drugs (veratrum viride, vera- 
trone or nitroglycerine). 

5. Counteraction of acidosis—by sodium bicar- 
bonate, high carbohdyrate diet and administra- 
tion of oxygen during convulsions; give blood 
transfusion in late stages. 

6. Termination of pregnancy—leave the uterus 
alone, or use only the very mildest of means of 
terminating pregnancy. 

c. Surgical treatment—this is the treatment of choice. 

1. Operate at once; not later than six hours after 
the first convulsion either by vaginal hysterot- 
omy before the seventh month or by abdominal 
Cesarean section after that time. 

2. Rest. 

3. Diet—high carbohydrate. 

4. Sedatives—morphinize the mother following 
operation. 

5. Reduction of blood pressure — has _ been 
achieved in great part by the operation; give 
mild catharsis and use diaphoresis with judg- 
ment; if any further reduction is necessary ad- 
minister veratrum or nitroglycerine. 

6. Counteraction of the acidosis—sodium bicar- 
bonate may be given by mouth and blood trans- 
fusions are valuable in late stages. 

SUM MARY. 

The most prevalent theory of the etiology and 
pathology of eclampsia has been reviewed. The 
various types of treatment have been cited. It would 
appear from the theory of the etiology and pathology 
as well as from the practical experience of those who 
have used that type of therapy, that surgical treat- 
ment is the treatment of choice; if operation cannot 
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be performed within six hours after the first convul- 
sion medical treatment gives the best results. 
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Kipney INSUFFICIENCY. 

There are very few kidney diseases in which there 
is any excuse for lowering the fluid intake of the 
body; and on the other hand, a free fluid intake is 
indicated and is beneficial in almost all instances of 
kidney insufficiency and kidney disease. 

Lowering the water intake of the body does not 
“rest the kidney.” On the contrary, it puts addi- 
tional strain on the organ’s most delicate and most 
frequent impaired function—that of concentration 
of the waste products of the body’s metabolism from 
the blood into the urine—O. H. Perry Pepper in 
The Pennsylvania Medical Journal. 


SOME FACTORS IN THE TREATMENT OF 
EXTENSIVE ANO-RECTAL FISTULA*, 


Louis J. HirscuMaNn, M.D., F.A.C.S., 


Detroit, Micu. 


It is to the proctologist that patients with ano. 
rectal fistulas of more than usual extent eventually 
come. While it is true the majority of cases of ano- 
rectal fistula coming to us for treatment are of the 
simple, direct variety, many cases of this type are 
also treated by general practitioners and general 
surgeons. 

Some cases of ano-rectal fistula are so extensive 
or so complicated as to tax the ingenuity of the most 
accomplished and experienced proctologist. Often 
each case is a law unto itself, and the methods used 
in its treatment might not be applicable in the treat- 
ment of another. There are, however, certain gen- 
eral lines of procedure which will greatly assist in 
conquering some cases of extensive fistula that might 
at first sight seem hopeless, 

In the treatment of any case of fistula, the first 
requisite is the definite knowledge of its size, extent 
and direction, and its ramifications and openings, 
If other organs than the anus and rectum are in- 
volved, all communicating with the fistula, this evi- 
dence is of prime importance. 

The injection of bismuth paste in a state of fluid- 
ity through the external openings, and the making 
of stereoscopic x-ray plates is the most important 
diagnostic aid we have. Ocular inspection, digital 
examination, and the use of the soft silver wire 
probe are indispensable in the diagnosis of ano-rectal 
fistula, but portions of fistulous tracts that would 
be overlooked and others inaccessible to these 


. methods of examination, are discovered and made 


perfectly clear by stereoscopic roentgenography. 
With these evidences, the operation can be definitely 
planned in advance, and unnecessary surgical pro- 
cedures, or possible destruction of important struc- 
tures, prevented. 

The use of bismuth paste, without roentgeno- 
graphy, as a diagnostic agent, is of great importance 
in determining the location of internal openings 
otherwise undiscovered. Often the communication 
of a fistula with a Morgagnian crypt would be un- 
discovered were it not for the appearance of the 
bright yellow paste injected through the external 
opening. 

It is true that various colored solutions, such as 
methylene blue, potassium permanganate, with of 
without peroxide of hydrogen, milk of magnesia and 


*Read before the American Protologic Society at St. Louis, Mo. 
June 6, 1922. 
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silver nitrate have all been used successfully. for this . 


purpose. The advantage of bismuth paste over these 
is the fact that it acts as a lubricant for the passage 
of the soft silver wire probe, and that by its bulk it 
fills out tracts and cavities so that they may be more 
easily palpated. The paste remains in these areas 
where solutions would escape. The bright yellow 
color makes a sharp contrast against flesh color or 
blood. Little side-tracts are made evident by the 


1.—Multiple fistula of left buttock. One internal opening. Many 
external openings. Operated upon under local anesthesia. 


escape of the bright yellow bismuth, which other- 
wise would easily be overlooked. 


The soft silver wire probe is made from annealed 
suture wire with fused ends. These probes are so 
soft and yielding that it is impossible to force a false 
passage with them. They serve the added purpose 
of not only locating tracts and openings but, also, 
when the distal and proximal ends of these probes 
are twisted upon each other, they make excellent 
tractors with which to excise the tracts. 


Scar four weeks after operation. 


2.—Same case as figure 1. 


Another very important use of the soft silver 
probe is in the incision of fistulous tracts with a very 
high internal opening. The probe is passed up 
through the bismuth-filled tract, and the end grasped 
by long forceps and drawn out of the internal open- 


ing which may be located five or six inches up in 
the bowel. This end may be drawn down and twist- 
ed on the lower end and left im situ until some later 
date when the operation is completed, or a piece of 
steel snare wire is attached to the probe and drawn 
back through the tract, and out of the external open- 
ing. The tract can then be opened from top to bot- 


_tom by cutting with the snare wire at once, or the 


snare wire may be allowed to remain until some 


3.—Extreme case of multiple anal fistula with over fifty external 
openings in buttocks, perineum and scrotum. 


future time if deemed advisable. 

In extensive fistulas with tracts running through 
the buttocks in various directions, and into the scro- 
tum or vulva, and extending up to and involving the 
inguinal glands, the ingenuity of the proctologist is 
sometimes taxed to its utmost. Multiple-step opera- 
tions are here advisable. The individual case will 
determine the location and extent of the first step. 

We always aim to dispose of the internal portions 
of the fistulous tracts first. Whether the fistula 
originates in the anus or rectum makes no difference. 


4.—Same as figure 3. Two months after operation by four-step 


technic. 


We endeavor to excise rather than incise wherever 
possible. We avoid cutting the sphincter except at 
right angles, and in only one place during each opera- 
tion. 


~ 
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The silver wire loop or silk seton is frequently 
employed to preserve sphincteric contour, and in 
some cases two or three loops are used. Sometimes 
silkworm gut is used, and when the wound is healed 
down to the silkworm gut; it is pulled out, and the 
tract becomes obliterated in a day or two. 

Where there are many tracts and openings sur- 
rounding the anus, we arbitrarily divide the sur- 


» 


5.—Multiple anal fistula, suitable for operation in two steps. 


rounding area into quadrants corresponding to an- 
terio-posterior and lateral lines crossing at right 
angles with the anal aperture as the center. One or 
two quadrants are operated upon at each sitting. If 
the inguinal glands are involved, one side is attacked 
at a time. 


The excision of diseased tissue is to be preferred 
wherever possible. Curetting is worse than useless. 
If there are several external openings in the circum- 
scribed area of skin, it is sometimes advisable to 
excise this whole area rather than split up the num- 
erous channels individually. 

Fistulous tracts are not firmly packed after opera- 
tion. Gauze soaked in dichloramine-T solution is 
lightly placed in each tract, and this solution is used 
as a dressing until infection is entirely removed. 
The dressings are moistened with this solution every 
four hours at first, and later twice daily. Healing 


of fistulous wounds has been greatly expedited by 
this treatment. If the patient complains of much 
pain, there is no objection even in very severe and 
extensive cases, to his being put in a hot sitz bath 
for ten or fifteen minutes. The wounds are dried by 
mopping with cotton, and the oily dichloramine-T 
dressing is reapplied. 

After the wounds are freed of infection and ex- 
amination shows them to be practically germ-free, 
large areas may be covered by skin flaps or, oc- 
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6.—Technic cf use of flexible silver wire probe versus grooved 
director. 


casionally, secondary suture performed. For the 
stimulation of granulation and epithelization, five 
per cent. scarlet red ointment thinly applied to raw 
surfaces, but not to the skin, is of the greatest as- 
sistance. Fistula patients are allowed to sit up and 
to walk at the earliest occasion, and are allowed to 
get out of doors as soon as they can move about. 

Many fistulas communicating with the bladder, 
urethra, and often with the vagina, are of such a 
serious character that the normal bowel function 
interferes materially with all attempts at repair. In 
these cases a successful operative result can usually 
be obtained by a preliminary temporary colostomy. 
With the lower portion of the bowel well excluded 
by these means, a clean operative field can be ob- 
tained and excellent results follow. 

In planning any operation for extensive fistula, it 
is well to bear in mind that the patient who has been 
suffering from any severe or prolonged suppurative 
condition is not nearly as good an operative risk as 
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an acute case. The question of anesthesia in these 
cases iS very important. Prolonged etherization is 
bad for any patient suffering from chronic infection. 
Where general anesthesia is imperative, it is far bet- 
ter to use gas and oxygen following a preliminary 
narcotic. 

Multiple stage operations can often be safely and 
satisfactorily performed under sacral or local anes- 
thesia, either alone or combined with short periods 
of gas-oxygen anesthesia. Where general anesthesia 
is not employed, patients can be out of bed sooner, 
and can partake of nourishment earlier, and there- 
fore start on the road to recovery several days ahead 
of cases in which general anesthesia is employed. 


_INCORRECT AT 
 OpLique ANGLE 


DIVIDED sPHinctER 


PREVENTED FROM 
REUNITING BY SCAR 
TISSUE, CAUSED BY 
OVERZEALOUS PaCcKING 


OF SPHINCTER FIBRES 
AT RIGHT ANGLES 


7.—Correct and incorrect methods of incision of sphincter. Re- 
sults of packing instead of drainage. 


It is highly important that the proctologist who 
operates for fistula, particularly for extensive or 
complicated fistula, personally sees to the after-care 
until the patient is discharged. It is neither safe 
nor fair to himself or to the patient to operate upon 
such a case and allow the attending physician to as- 
sume the responsibility of the after-care. Over- 
zealous after-care is often as harmful as neglected 
after-care. 

The question of retarding granulation in one part 
of a wound or in certain areas, and of stimulating 
granulations in another area, the prevention of in- 
clusion of infected areas under apparently healthy 
granulation tissue, the breaking down of trabeculae 
and adhesions, and the encouragement of epitheliza- 
tion are all of extreme importance, and must be under 
the guidance of a master of the specialty. 

The prevention of fecal incontinence must always 
be foremost in one’s mind. The greatest reproach 
to rectal surgery is the misery following a surgical 
operation that could have been prevented by the 
proper methods and intelligent after-care. 

KrescE BuILpING. 


ACUTE SUBACROMIAL AND SUBDELTOID 
BURSITIS: CLINICAL PICTURE, ETI- 
OLOGY AND TREATMENT. 
F. Wotr, M.D., 


Chief of the Department of Physical Therapy, Mount Sinai 
Hospital. 
New York. 


While this paper deals with subacromial as well 
as subdeltoid bursitis, the eticlogy, clinical picture 
and treatment being apparently the same, as will be 
shown below, it will suffice to mention only the for- 
mer in dealing with this syndrome. The only clini- 
cal difference between the two is the location of the 
tenderness. In acute subacromial bursitis the point 
of maximum tenderness is in front of the shoulder 
joint, and in acute subdeltoid bursitis it is just under 
the deltoid muscle near its insertion. In many cases 
these bursae seem to be affected simultaneously 
though in varying degree. 

Acute subacromial bursitis has been mentioned 
many times in the papers of Brickner, but perhaps 
never has sufficient emphasis been placed upon the 
fact that it is a clinical entity with a distinct etiology 
and specific treatment. During the last ten years 
about 200 cases have been brought under my observa- 
tion; and the proven etiological factors were so uni- 
form that a specific form of treatment eventually 
evolved itself. I wish to bring the subject to atten- 
tion from this new angle. 

THE CLINICAL PICTURE. 

The onset of the disease is frequently sudden or 
even fulminating. An apparently normal individual 
wakes up one morning with a severe pain in his arm, 
which rapidly increases in its intensity so that within 
a few hours It is almost unbearable. Sleep becomes 
impossible; the pain remains constant; even the 
slightest motion at the shoulder joint is impossible; 
and a slight jar of the body sets up an exacerbation — 
which is agonizing, so that even traveling in street 
cars is impossible. The patient walks the floor day 
and night, becoming more and more restless. The 
affected arm is usually held pressed against the body 
to avoid even the slightest motion. 

Unless treated, this condition persists from two 
to twelve weeks, during which the patient loses 
weight and strength in sleepless nights as from am 
acute infectious arthritis. 

In another group of these cases the onset is more 
gradual; the pain in the shoulder, although sharp, 
is remittent in the early stages and almost invariably 
the patients call it rheumatism. After a few weeks 
or even a few months the attacks of pain become 
more frequent, the free intervals shorter, the motion 
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at the shoulder joint becomes somewhat restricted. 
Later, and at irregular intervals, the pain becomes 
more violent and finally remains constant, and the 
picture approaches that of the fulminating variety 
without, however, being so severe or having as much 
influence on the general condition of the individual. 

The difference in the clinical picture of these 
forms depends most likely, upon the virulence of 
the infecting organism and not upon a difference in 
type of infection. While, however, the acute form 
sometimes passes away and leaves no disability, 
there is always a stiffness in the shoulder as a result 
of the second variety, which may last any length of 
time up to a number of years. In the fulminating 
form swelling of the whole shoulder region may be 
found and in some instances fluctuation in the bursa, 
a symptom never seen in the subacute form. 

The region of the bursa is exceedingly tender to 
touch, the tenderness often extending into the sur- 
rounding tissues. There are never any signs of in- 
flammation in the skin, although local temperatures 
are occasionally found increased. Both passive and 
active motion are so painful in the fulminating form 
that the patient holds the affected arm with his other 
hand to prevent even the slightest inadvertent move- 
ment. He will throw his clothes over the affected 
side, the pain being so great that he will not even 
attempt to move the arm through to adjust his cloth- 
ing properly. On the other hand, the subacute va- 
riety often permits 10°-15° of passive motion with 
comfort. Although there may be a moderate tem- 
perature reaction, none of this series of cases had 


chills. 
COMPLICATIONS. 


In about 90% of the cases the shoulder alone was 
affected ; in the other 10% manifestations of the un- 
derlying cause were seen in other parts, particularly 
in the arm of the same side; i. e., the entire upper 
arm was swollen down to the elbow joint or even 
below it, the swelling being confined to the sub- 
cutanecus tissues, not entering the elbow joint itself 
so that motion here was normal except insofar as 
this subcutaneous swelling interfered with it. In the 
same way the wrist and hand may be involved, again 
without affection of the joints; the subcutaneous 
swelling being sufficiently great to restrict motion in 
the fingers, without extravasation into the joint-cap- 
sule or with only a swelling confined to the phalan- 
geal joints. In such cases often in a few weeks mo- 
tion in the fingers become so restricted that clenching 
the hand into a fist becomes impossible; but in spite 
of the fact that this condition may persist for many 
weeks, no deformities in the joints are produced. In 


other words, the pathological process seems to be 
confined to the periarticular and subacutaneous 
tissues. 

A bilaterial bursitis is very rare, but some patients 
have “rheumatic” pains in other parts of the body. 
A brachial neuritis on the same side as the bursitis 
preceding, accompanying or following the attack is 
not infrequent. While the bursitis is in the acute 
stage, the neuritis is difficult to detect ; preceding or 
following the attack the diagnosis can be made if 
the fact is taken into consideration that there is a 
marked discrepancy between the intensity of the pain 
and the practical freedom of motion. Paresthesias 
in the fingers, hyperesthesias of the skin, and ten- 
derness of the nerve roots will help to establish the 
diagnosis of a complicating brachial neuritis. 


ETIOLOGY. 


It is my belief that subacromial bursitis is an in- 
fection with the streptococcus viridans. One case 
came under my observation resembling this condi- 
tion and was found to be a gonococcus infection, 
while another was published in a previous communi- 
cation “Infection with the streptococcus viridans and 
its clinical picture,” New York Medical Journal, 
May 31, 1919. Although this case showed a positive 
gonococcus complement-fixation test, the subsequent 
findings proved it to be a streptococcus viridans in- 
fection. The original focim are usually found in 
the teeth and less commonly in the tonsils. While 
an injury can apparently set up a subacromial bur- 
sitis, it simply determines a locus minoris resistentiae 
with the streptococcus viridans causing the inflam- 
mation. It is unnecessary to mention analogies of 
this type of activities because such occurrences are 
established and generally accepted as fact. The ef- 
fectiveness of salicylates in relieving the pain is cer- 
tainly suggestive. 

‘In a certain number of cases, particularly of the 
subacute form, calcareous deposits have been de- 
monstrated by x-rays. Brickner believes that these 
are due to traumatism. It may be that a trauma was 
the inciting cause of the lime deposit, but it seems 
as if the inflammatory process would be entirely 
secondary. A fact is that the treatment, as outlined 
below, cures the acute attack usually without chang- 
ing in any way the x-ray picture. It even happens 
that lime deposits are found on both sides, while 
only one shows the development of an acute infec- 
tious process. It is not unreasonable to assume that 
the steady irritation in such a joint caused by the 
lime deposits precipitates the acute attack. 

It is obvious that we cannot readily sacrifice a sus- 
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picious tooth or tonsil if we know that a cure will 
be accomplished in a very few days. 

Complement-fixation tests were not performed, 
first, because it does not necessarily follow that a 
positive complement-fixation reaction proves a cer- 
tain clinical picture to be correlated with the systemic 
infection indicated by the test, and, second, because 
the severity of the symptoms and the possibility of 
a quick and lasting cure inclined us not to subject 
the patients to any additional inconvenience. 


DIFFERENTIAL DIAGNOSIS. 

Subacromial bursitis is, strangely enough, often 
confused with a bronchial neuritis. It is true that 
both conditions may exist simultaneously; then the 
diagnosis may be difficult. However, the various 
brachial neuritides leave the motion at the shoulder 
joint free; there may be paresthesies of the fingers, 
both the nerve roots and trunks may be tender and 
hyperesthetic areas may be found. 

An arthritis is almost never to be confused with 
this bursitis. The location of the pain and tender- 
ness, swelling and disability are here of diagnostic 
value. Tuberculosis of the shoulder has a gradual 
onset without attacks of sharp pain; and the wast- 
ing and spasm of the muscles and the x-ray findings 
will establish the diagnosis. In one case, where the 
diagnosis of subacromial bursitis had been made, the 
swelling was over the whole shoulder region, the 
pain was mild, and the condition was of a progres- 
sive nature. The diagnosis of malignant neoplasm 
was corroborated by the +-rays and by subsequent 
developments. Tenosynovitis in the adjacent mus- 
cle tendons is characterized by pain which is totally 
absent while the member is at rest or during passive 
motion, but is marked when the affected muscle is 
actively contracted—the pain radiating along the 
muscle and tendon fibers. 


TREATMENT. 

Too much emphasis cannot be placed upon the 
fact that heat in any form is strictly contraindicated, 
whether it be in the form of moist hot applications 
hot water bag, baking or diathermia. Heat may 
relieve temporarily, but the pain shortly returns with 
greatly increased intensity. Heat increases the hy- 
peremia and swelling, creating greater pressure and 
thus more pain. On the other hand, ice gives much 
and lasting relief. 

The quickest and most lasting result seems to be 
obtained by the combination of gentle, superficial 
massage, wet dressings and large doses of salicylates. 
The massage must consist in a gentle stroke given 
with the whole hand, and not with the fingers, over 


the whole shoulder region. This massage is given 
once or twice daily, with a minimum of pressure, 
and is continued until the pain is relieved, which 
takes usually twenty-thirty minutes. Until two or 
three such treatments have been administered no 
motion should be permitted at the shoulder joint. 
Afterwards moderate motion is possible without 
pain. Following each massage there is applied a 
wet dressing of plain cold water, Burow’s (alumi- 
num acetate) or Thiersch’ solution. In the very 
acute stages a small ice bag is of value. In addition 
forty-sixty grains of sodium salicylate can be given 
daily, although in cases where idiosyncrasy against 
it existed the patients recovered as rapidly without 
it. The salicylates act apparently as analgesics only. 

Subacromial bursitis being an expression of a dis- 
tant focus of infection it becomes immediately neces- 
sary to locate the primary etiological factor and 
eliminate it. Tooth and tonsillar disease should be 
removed. Where no other rheumatic manifestations 
occur it may not be indicated to remove infected 
teeth immediately because the condition may get 
well without tooth extraction. In exacerbations, 
however, this action must be taken even at the loss 
of all diseased teeth. 

In those cases where the upper arm and hand are 
involved the same local treatments are used. The 
results are almost immediate relief of pain and in 
the large majority of cases cure within one week. 
In some old cases where adhesions have formed in 
the bursa before treatment was begun, the pains dis- 
appeared rapidly, but in the end-result some restric- 
tion of motion at the shoulder remained, the degree 
determined by the extent of the adhesions. Then | 
baking or diathermia can hasten the cure. Again, 
attention must be called to the contraindication to 
the use of heat or plaster casts during the acute 
stages of this disease; plaster casts, like heat, exag- 
gerate the severe pain to the extent of agony. Rais- 
ing the member on pillows during the acute stage 
relieves the patient’s pain. 


CASES. 
The following are a few cases picked at random: 


I, Mr. D. K., 50 years old, referred by Dr. H. 
Lorber, had been suffering for years from gouty at- 
tacks in the form of lumbago, sciatica, etc. For 
two days he had pains in right shoulder, constant, 
excruciating, preventing sleep or even recumbency. 
Diseased tonsils. Two treatments daily, viz., mas- 
sage, wet dressings, etc. Effected a cure in five 
days. Objects to having tonsils removed on account 
of his age. Continues having “rheumatic” attacks 
at intervals. 

II. Mr. H. K. had been suffering from excruciat- 
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ing pain in the right shoulder for one week, increased 
by hot applications; insomnia; restlessness. Dental 
roentgenograms showed pyorrheal pocket about a 
third molar reaching a root apex. No marked im- 
provement after two days of the usual treatment. 
Extraction of the tooth; 2 hours later marked relief, 
and prompt recovery after six days. Streptococcus 
viridans in pure culture obtained from the abscess. 

III. Mr. H. F. had some attacks of brachial neu- 
ritis for two years previous to the attack of sub- 
acromial bursitis. Typical clinical picture. Idiosyn- 


- crasy against full doses of salicylate. Wet dress- 


ings increased the pain through pressure. Gentle 
massage twice a day. Complete recovery after four 
days. Roentgenograms of the teeth showed various 
apical infections. Infected teeth extracted after 
shoulder condition was cured. 

IV. Dr. W. B. had a violent attack of subacromial 
bursitis for three days. A plaster cast had been 
applied but had to be removed on account of increase 
in pain. After three treatments was cured. No 
focus of infection found. 

V. R. K., referred by Dr. Emily Lewi, was suf- 
fering from a slowly progressing affection of the 
right shoulder. Every few days a sharp attack of 
pain, causing increased disability. Typical subacute 
subacromial bursitis. Some motion is possible, but 
there is marked restriction of internal and external 
rotation with pronounced tenderness of the bursa. 
Improved slowly under treatment, but new attacks 
of pain each week, Dental roentgenograms show one 
tooth infected. Extraction stopped the attack, but 
restriction of motion persists through in lesser de- 
gree as treatment goes on. 

VI. Mr. H. F. W., referred by Dr. Hofheimer. 
For one week suffering with severe pain in left 
shoulder. Roentgenogram shows calcareous deposit 
in bursa. Operation was advised by others. Typical 
clinical picture. Usual treatment brought about a 
recovery in one week. One tooth found infected 
and extracted; streptococcus viridans found in pure 
culture. Patient perfectly well after one year, al- 
though calcareous deposit is unchanged. 

VII. S. S., referred by Dr. Sternberger, suffer- 
ing from a very violent attack of acute subacromial 
bursitis for one week. Typical picture. Applica- 
tions of heat increased pain, ice bag relieved it. 
Usual treatment gave prompt relief. X-ray pictures 
of teeth showed various apical abscesses. 


It would be superfluous to continue case reports, 
the clinical pictures the treatment and result being 
identical, but it should be said that among hundreds 
of cases treated only three failed to respond and 
discontinued after five treatments. Two of these 
were violinists who tried to keep at work. 

In describing the subacute form it was mentioned 
that adhesions often occur. In the course of years I 
have met very frequently with chronic forms of sub- 
acromial bursitis, which showed marked restriction 


of motion, and which were characterized by severe 
pains in the shoulder, changing in intensity, some- 
times present only on motion, at other times con- 
tinuously. Calcareous deposits may be present or 
not, they are generally missing. Such cases are gen- 
erally treated with heat, and were treated that way 
by me too. I have often noticed that these patients 
did not only not improve, but had severe attacks of 
pains during the course of treatment. This lead me 
to believe that we have to deal here with an acute 
exacerbation in an old process and I have therefore 
suggested the treatment recommended for the acute 
form. The results have proven the correctness of 
the assumption. The pain is relieved by massage and 
wet dressings, though not as readily as in the acute 
cases. We are, in such cases, satisfied to relieve the 
pains, and we start the baking only after all the acute 
signs have disappeared. This assures us that a re- 
lapse will not occur. 

It may be appropriate to say that I have seen only 
once the occurrence of subacromial bursitis in the 
other shoulder of one patient, one year after the at- 
tack, and that I do not remember one case of the 
acute type where the same shoulder has been attack- 
eda second time. In view of the fact that the results 
of the treatments were so striking it may be proper 
to conclude that the trouble did not return; for the 
patients would certainly have come again to ask for 
relief. 

If it is said that the patients were cured, it means 
that they were discharged as cured. The three pa- 
tients who did not return after a few treatments 
are listed as not cured. 

CONCLUSIONS. 

Acute subacromial bursitis is a clinical entity. It 
is due to an infection with the streptococcus viri- 
dans. 

Gentle massage, wet dressings and ice, in addi- 
tion to salicylates, bring about a rapid recovery. 

Extraction of infected teeth and removal of dis- 
eased tonsils are advisable, but not absolutely neces- 
sary in all cases. 


SUBDELTOID BursIrIs. 

A much thickened bursal wall casts no roentgen 
shadow. The shadow is due to a calcerous deposit 
which is not in but entirely beneath the bursa, in or 
on, or in and on the supraspinatus tendon, or occa- 
sionally, the infraspinatus near its insertion. The as- 
sumption of a bacterial or toxic origin for suba- 
cromial bursitis has never been substantiated by any 
evidence. * * * Swelling in the deltoid region is 


unusual. More often there is a decided flattening 
due to muscle atrophy.—W. M. Brickner in AMER- 
ICAN JOURNAL OF SURGERY. 


Assi 
avoi 
ing 
Ne 
thou 
any 
of 
valu 
Fe 
sym 
look 
ind 
cape 
life 
the 
nati 
| the 
den 
thre 
has 
| org: 
colo 
and 
| coc 
cle 
can 
wa} 
: or 
and 
fec 
que 
| to 
wit 
pre 
co 
co 
mi 
wit 
sy 
cal 
th: 
th 
i 


H, 1923 
severe 
some- 
COn- 
nt or 
2 gen- 
way 
tients 
‘ks of 
id me 
acute 
efore 
acute 
ss of 
e and 
acute 
e the 
acute 
a re- 


only 

the 
e at- 
the 
tack- 
sults 
oper 
the 
for 


cans 


pa- 
ents 


Vor. XXXVII. No. 3. 


DEALY—INFECTIONS OF THE KIDNEY. 


AMERICAN 63 
JourNAL oF SURGERY. 


INFECTIONS OF THE KIDNEY. 
Frank N. Deaty, A.B., M.D., 
Assistant Visiting Surgeon, Bellevue Hospital; Assistant 
Surgeori, O. P. D., St. Vincent’s Hospital, 
New York. 

“Never indulge in the luxury of a hypothesis to 
avoid the drudgery of an observation.” This guid- 
ing maxim, a favorite of one of the teachers ina 
New York medical school, is one well worthy of 
thought and of practical application in dealing with 
any medical problem, and there is probably no field 
of medicine or surgery where that maxim is of more 
value than in the various infections of the kidney. 
Few diseases may be more insidious, more nearly 
symptomless in their onset, more likely to be over- 
looked or misinterpreted, through the “luxury” of 
indulging in hypotheses; and at the same time so 
capable of fine and exact diagnosis, with perhaps, 
life-sparing results of the patient, simply through 
the “drudgery” of accurate observation and exami- 
nation. 

What causes these kidney infections? How do 
they arise? Why should a kidney gradually, or sud- 
denly perhaps, become the seat of an infection that 
threatens life? That they are bacterial in origin 
has, of course, been abundantly proved, the common 
organisms recoverable from such lesions being the 
colon bacillus, the pyogenic cocci,—staphylococcus 
and streptococcus,—the pneumococcus, the gono- 
coccus, occasionally the typhoid bacillus, the tuber- 
cle bacillus and others. These various organisms 
can obviously reach the kidney only in one of two 
ways, either from above through the blood stream, 
or from below through the ureter or lymphatics; 
and thus, we speak of descending and ascending in- 
fections. 

There is no doubt that the normal kidney is fre- 
quently called upon, in addition to its other duties, 
to help rid the blood stream of bacteria that may be 
within it. In an attack of acute tonsillitis, in the 
presence of a furunculosis, or merely an attack of 
constipation, bacteria of various sorts have been re- 
covered from the urinary tract, having been trans- 
mitted through the parenchyma and renal tubules 
without leaving any trace, in the way of lesions or 
symptoms, of their passage. Why, then, is this not 
always so? In the first place, because in these so- 
called hematogenous or descending infections, the 
virulence and the number of organisms passing 
through the kidney from the blood stream are such 
that the kidney can not withstand them; or, in the 
second place, because of its lowered resistance, 
through, perhaps, a preexisting nephritis, or a sim- 


ple congestion due to some other disease such as 
typhoid fever or pneumonia, or through some trau- 
ma, or from stasis within the organ itself (the result 
of an impacted stone, or a ureteral angulation from 
ptosis, tumor or anomalies of the renal bloodves- 
sels), the kidney is already at a disadvantage and 
therefore more susceptible to the attack of these or- 
ganisms that are passing through it. In fact, a 
hematogenous infection of the kidney presupposes as 
essential factors for its development, one or the 
other of these two conditions,—exceptional viru- 
lence on the part of the invading bacteria, or im- 
paired resistance on the part of the kidney itself. A 
blood-stream or descending infection likewise, of 
course, presupposes a focus elsewhere in the body, 
such as in a diseased tooth, or tonsil, or in some in- 
fection in an extremity, (abscess or boil) or a focus 
somewhere in the gastro-intestinal tract, the casual 
relationship of such foci with the development of 
renal infections being a matter of common clinical 
experience. 

Cases in point that have come under my own ob- 
servation, illustrating these methods of descending 
infection are, first that of a police officer who with- 
out apparent cause suddenly developed such an in- 
fection. The only factor which a careful history 
elicited as to the origin was the existence ten days 
or two weeks prior to his illness, of an abscess on 


his neck. Another case occurred in a painter who 
fell from a scaffold injuring his back; four or five 


.days following this injury he developed a virulent © 


kidney infection which, the man refusing all sur- 
gical treatment, proved fatal, autopsy showing ex- 
tensive renal suppuration. While in these particu- 
lar cases no actual, scientific proof was attempted to 
demonstrate the relationship of cause and effect, it 
is not, I think, an unfair surmise to attribute one 
case to the passage through the kidney of a virulent 
organism, and the other to lowered kidney resistance 
as the result of trauma,—although in the second case 
no actual pre-existing focus was discoverable. 


In the ascending infections, on the other hand, 
there are likewise, pre-existing factors of the utmost 
importance. We must presuppose an existing cys- 
titis, some infection connected with stricture, or 
prostatitis, or with simple enlargement of the pros- 
state, or with the existence of cystocele leading to 
cystitis,—and with it all, more or less obstruction to 
the urinary outflow. There are two conceivable 
ways of infection reaching the kidney from the blad- 
der: The first, by way of the lymphatics, has never 
been clearly proved and, moreover, seems improb- 
able because of the segmental character of the 
lymphatic system about the ureter. The second, by 
the lumen of the ureter itself, remains. And even 


here, considering the downward current of the ure- 
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teral contents and the downward passage of the 
ureteral peristaltic wave, it almost makes one attri- 
bute to the invading organism the agility of a trout 
that defies the many falls of a swift mountain brook 
in its passage up-stream. When, however, the 
uretero-vesical orifice is incompetent and the ureter 
itself little more than a dilated, thickened tube, it is 
easy to understand how an infection may spread up- 
ward from the bladder, for then these opposing fac- 
tors are eliminated. But how can this occur in the 
normal ureter? Quinby cites experiments by Lewin 
‘and Goldschmidt in 1893, demonstrating what is 
termed by them, the “ureteral reflux”, which have 
thrown some light on this point and have shown how 
such an ascending infection may take place even in 
these circumstances. They found, according to 
Quinby, upon injecting a solution of methylene-blue 
into the bladder of a rabbit, whose ureters, through 
a laparotomy incision, were in view, that a portion 
of the solution would suddenly enter and rise in one 
or both ureters, only, perhaps, to be expelled by the 
accelerated peristalsis that followed. This would 
occur several times, but eventually the increased 
peristalsis, diminishing in force, would no longer be 
able to prevent the ascent of the solution into the 
ureters, the solution finally making its way to the 
renal pelvis and then into the blood-stream itself. 
This reflux—by no means a retro-peristalsis—was 
dependent upon a certain tonicity of the bladder wall 
and apparently had no connection with the force of 
the bladder injections or with the materials injected, 
for other substances, such as solutions of strychnine 
and other drugs, were employed and their entrance 
into the blood-stream demonstrated. In the human 
being also, by means of fluoroscopic observation of 
bladder injections of sodium bromide solutions, the 
same phenomenon has been seen to occur,—a phe- 
nomenon which may assist in explaining the me- 
chanism of ascending renal infections. ; 


As an example of an ascending infection of the 
kidney I may briefly cite the case of a patient re- 
ferred’ for a pyelonephritis following a simple cathe- 
terization after hernioplasty. In this case, prob- 
ably because of the temporary retention, for he had 
no previous history of any bladder or kidney dis- 
ease, a cystitis was produced and following this an 
infection of both kidneys, which invalided the pa- 
tient, a strong, well-built man, for over a year, with 
recurring attacks of pain, high fever, even delirium, 
and a pyuria which persists to the present time. 


There are, then, these two modes of infection: de- 
scending from some other focus, through the blood- 
stream; ascending, from some previous infection, in 
the structures below. But with these ascending and 
descending infections, what are the lesions pro- 


duced? Into what types do the various kinds of 
kidney infection fall? 

Of the ascending infections of the kidney the 
simplest is, naturally, a pyelitis, which strictly speak- 
ing, involves only the renal pelvis. It must be borne 
in mind, however, that to a large extent these infec- 
tions of the kidney overlap, one frequently leading 
to another with, at times, some difficulty in their 
exact clinical differentiation. A pyelitis, however, 
commonly due to the colon bacillus, is usually of 
short duration. It is preceded as a rule, by a cystitis, 
urethritis or other infection in the lower urinary 
tract, and gives rise occasionally to some pain in the 
loin or lower back, to increased frequency of mic- 
turition, to some fever, general malaise, and a 
pyuria, with absence, however, of urinary findings 
showing destruction of kidney tissue itself. A pye- 
litis either gets well promptly, or, with the extension 
of the infectious process into the calices, it involves 
the deeper structures of the kidney and becomes an 
infection of a more serious type. 


In pregnancy pyelitis is rather common, much 
more so, in fact, than is usually supposed, and I be- 
lieve that if it were possible or feasible, in the usual 
obstetric ward, or for that matter in the usual medi- 
cal or general surgical ward, to make more thorough 
urologic examinations at the appearance of the 
slightest indication, many cases of pyelitis and other 
types of renal infections would be brought to light 
than otherwise escape detection. In pregnancy and 
at any period of that condition, early or late, pyelitis 
is frequently encountered. Whether it is an inci- 
dent to the pregnancy itself, perhaps through lower- 
ed resistance in an over-worked kidney, or an ex- 
acerbation of an old renal infection combined with 
increasing pressure and obstruction of the ureter, is 
a moot question. Certain it is that just as the nor- 
mal bladder is notoriously not easily infected unless 
there is obstruction or retention so with the pelvis 
of the kidney, infection is much more likely to occur 
if there is some hindrance to the outflow at some 
point below it. Here again, as in most cases of pye- 
litis, the colon bacillus is frequently the offending 
organism. The symptoms may be of the mildest, 
or may be alarmingly severe, with high fever, chills, 
which are rather characteristic, pain referred to the 
lumbar region or along the course of the ureters, 
and more or less bladder distress. The condition 
may well simulate almost any acute intra-abdominal 
infection and unless care is taken, an error in diag- 
nosis may easily be made and unnecessary or even 
harmful laparotomy performed. 


I well remember having been called for an emer- 
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gency operation in a case of supposed acute appen- 
dicitis at Bellevue Hospital. The patient was a 
young woman, acutely ill, with an abrupt onset, 
cramp-like pains radiating to the right lower quad- 
rant, tenderness and rigidity, though no cutaneous 
hyperesthesia, but with a history of nausea and 
vomiting, chilly sensations, and at the time of ex- 
amination a temperature of over 103° and a rather 
high leucocytosis. She had been sent to the hospital 
as an urgent case of acute appendicitis and there was 
certainly sufficient evidence to make that diagnosis 
appear probable. Having just a short time previous- 
ly, however, had the opportunity of studying sub- 
jectively some of the symptoms of ureteral spasm 
in the repeated efforts of my own right ureter to 
expel a small calculus I was not willing to subscribe 
to the diagnosis of appendicitis before definitely rul- 
ing out renal infection. A catheterized specimen 
which I examined, with the interne, in the small lab- 
oratory off the ward of the hospital, showed a dis- 
tinct pyuria and bacilluria and instead of taking the 
patient to the operating room, which was already 
prepared, we gave her high colonic irrigations, 
forced fluids in every way, put her on hexamethy- 
lenamin and acid-sodium-phosphate in sufficient 
doses, elevated the head of the bed, and had the sat- 
isfaction later of learning that she had subsequently 
gone on to a normal delivery,—for the case was one 
of pyelitis of early pregnancy. 

But when the infection spreads from the pelvis of 
the kidney into the kidney substance itself, through 
the calices (and this danger always exists in pye- 
litis) it is an infection of a severer grade, one with 
the symptoms of a pyelitis, though more pronounced 
and of a graver sort. These cases of pyelonephritis, 
for here there is a definite involvement of the kid- 
ney tissue itself, are more protracted, are more like- 
ly to have recurring and sharper attacks, and though 
they may get well spontaneously or with conserva- 
tive treatment, may, on the other hand, well demand 
surgical care. 

Oftentimes associated with tuberculosis of the kid- 
ney, or with calculi or a hydronephrosis, or follow- 
ing a pyelonephritis, we have to deal with a condi- 
tion of still greater destruction of kidney tissue, in 
which the kidney may be little more than a mass of 
confluent pus cavities, impinging upon and well into 
the parenchyma, with maximum dilatation of the 
pelvis, the whole surrounded perhaps by only a shell 
of kidney tissue. This is the state in a pyeloneph- 
rosis, in which we will find all of the cardinal symp- 
toms of kidney disease—pain, hematuria, tumor 
(for the kidney is often readily palpable) bladder 
irritability and a marked and persistent pyuria. In 
spite of the marked destruction of the kidney sub- 
stance which we see in these cases, some slight se- 
cretory power can still usually be demonstrated, but 


necessarily low and, provided the opposite kidney is 
able to sustain life, nephrectomy is almost invariably 
demanded. 

The types of cases above mentioned are for the 
most part secondary infections of the kidney of the 
ascending group, i, e., urogenous in type, resulting 
from infection or disease or structural changes in 
some other portion of the genito-urinary tract. Of 
fully equal interest is the other group, where no 
such connection is demonstrable as.a rule, and 
where the infection in the kidney itself, so far 
as other portions of the genito-urinary tract are 
concerned, is primary. These are the descending or 
hematogenous infections. As a rule, even these are 
secondary, though resulting from infections in other 
parts of the body. 


During the course of some systemic disease as- 
sociated with a bacteremia, such as typhoid fever or 
pneumonia, we may find that the patient’s recovery 
is being unduly prolonged, that his convalescence is 
protracted and that ordinary physical examination 
fails to show why he does not improve and regain his 
strength as expected. It may, in fact, be very diffi- 
cult to arrive at an understanding of the case. A 
careful urinalysis, however, with cystoscopy and 
ureter catheterization, may show that the specimens 
from one or, frequently, both kidneys, contain a few 
white blood cells, occasional erythrocytes and bac- 
teria. The condition is due to the development of 
small, metastatic abscesses within the kidney sub- 
stance, often close to the cortex, the pelvis being 
sometimes entirely free, thus explaining the occa- 
sional absence of urinary findings. These infections 
are generally of a mild nature and occur, as a rule, 
in cases in which there has been a pre-existing neph- 
ritis, with, therefore, a lowered kidney resistance. 
They are usually self-limited in their course and 
conservative measures ordinarily prove adequate in 
their treatment. The diagnosis is based on the exist- 
ence of a systemic infection with bacteremia, the 
history of pre-existing nephritis, the absence of 
cystitis or other affection leading to an ascending in- 
fection of the kidney, possible pain in the loin, de- 
layed convalescence and the urinary findings. 

Abscesses in the cortex of the kidney, whether 
arising in the above manner or as the result of a 
definite focus, may rupture through the capsule and 
thus give rise to a perinephric infection. A perine- 
phric abscess may, of course, develop with no renal 
lesion whatever, much as a subphrenic abscess may 
occur, but it is not uncommon for a metastatic ab- 
scess in the kidney to rupture and thus cause an in- 
fection in the soft, fatty structures which surround 
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it. These tissues are not resistant and the spread 
of infection in these circumstances is rapid. Pain 
may suddenly develop in the lumbar region, radiat- 
ing to the groin or thigh and may be severe. The 
renal area becomes tender and rigid and often 
edematous. If the patient is able to stand, he may 
stand bent up or favoring the affected side. Chills, 
fever, furred tongue, vomiting, even stupor and de- 
lirium may aggravate the picture and, finally, if the 
condition is neglected, the infection may even point 
in the lumbar region. The urinalysis throughout 
may be negative, but with the above symptoms the 
diagnosis should be clear and ‘should instantly war- 
rant wide incision and drainage of the perirenal 
space. 

Finally, among these infections of the descending 
type, there is the so-called “septic infarct”, “focal 
suppurative nephritis”, Brewer’s “carbuncle of the 
kidney.” This is, of course, embolic in character 
and although trauma to the kidney, or the existence 
of stone or impaction in the ureter, may and in a 
good many cases undoubtedly does make the develop- 
ment of this infection more likely, the real source 
is infection elsewhere,—tonsillar, prostatic, a pa- 
ronychia or some other distant extremity infection. 
The onset may be abrupt, ushered in with chill, sud- 
den pyrexia, every evidence of severe, overwhelm- 
ing infection, vomiting, delirium, pain and tender- 
ness in the costo-vertebral angle and a high leucocy- 
tosis. Pus and blood cells may be found in the urine, 
though they may be entirely absent, and as a rule 
bacteria are abundant and usually some form of the 
pyogenic cocci. These cases from the outset are of 
a violent type, the kidney substance swarming with 
organisms and the products of infection. Death 
may ensue from the initial toxemia with congestion 
of the kidneys before suppuration had had a chance 
to occur, but if delayed, multiple, miliary abscesses 
form and increase in size, portions of parenchyma 
between the abscesses break down, and the kidney 
becomes a suppurating mass, riddled with abscesses, 
discrete or confluent,—a veritable carbuncle. 

It was my fortune once to have such a case re- 
ferred to me, that of a young woman who suddenly 
developed a high temperature, marked pain in the 
right loin with tenderness in the costo-vertebral an- 
gle,—all the signs of a virulent infection. She was 
decidedly on the downward path,—dry, parched 
tongue, Hippocratic facies, a high leucocytosis. By 
ureter catheterization a specimen from the right 
kidney was obtained containing blood cells, pus and 
bacteria which on culture, proved to be staphylococ- 
cus aureus. Functional tests showed good kidney ac- 


tivity on the opposite side, which also in other re- 
spects was practically normal. For a few days she 


was desperately ill and rapidly getting worse. On 
the morning of the operation her temperature was 
105°. That same night, after a nephrectomy, her 
temperature was normal and except for a very slight 
rebound, remained so throughout a brief and un- 
eventful convalescence. The kidney that was re- 
moved was riddled with abscesses, and I doubt very 
much anything short of a nephrectomy would have 
saved this patient. Her recovery was certainly a 
striking one. 

So far as tuberculous infections of the kidney are 
concerned, there is occasion here merely for a plea 
for early diagnosis. These infections are often very 
insidious, and occur in people with or without tuber- 
culosis elsewhere, even in individuals who, on casual 
inspection would excite no suspicion of tuberculosis. 
Therefore, unless careful examination is made the 
condition will progress to a state where proper ther- 
apy holds out less promise. If we would only sus- 
pect of tuberculosis any patient complaining of fre- 
quent micturition, polyuria, with perhaps a dull pain 
in the loin, and perhaps a history of hematuria, or 
who shows a urine that is smoky or turbid, and con- 
sider the case one of tuberculosis until proved other- 
wise, fewer mistakes would be made and more pa- 
tients saved. A case of that sort I saw only re- 
cently, a well-built, strong-looking man, who gave 
only a recent history of vesical irritability, and with- 
out evidence of tuberculosis elsewhere, had a definite, 
unilateral renal tuberculosis. 


Having established the diagnosis of these kidney 


‘infections, by careful history, thorough physical ex- 


amination, intelligent urinalysis, x-ray examinations, 
cyctoscopy, ureter catheterization, pyelography, func- 
tional tests and laboratory aids, the question of 
proper treatment faces us. There is opportunity 
here to consider this, however, only in a general way. 
Conservatism where a kidney can be saved, fearless, 
radical surgery where the indications are for neph- 
rectomy, and in the borderline cases exercise of 
judgment based on experience, always with due re- 
gard for the function of the opposite kidney must 
be the rule, general as it seems. An infection due 
to a staphylococcus might tip the scale in favor of 
nephrectomy when a similar one clinically, though 
due to the colon bacillus, might lead one to be more 
conservative. Each case, in the end, must be con- 
sidered on its own merits, 

Pre-operative care, elimination, if possible, of 
original foci, ureter drainage, pelvic lavage, preven- 
tion of acidosis, proctoclysis, the choice of a proper 
anesthetic, urinary antiseptics, clean-cut surgical 
technic, attention to minor post-operative details, 
minimization of shock, transfusion,—all have their 
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place, and properly employed, will change many a 
desperate picture to a more helpful one, and through 
the “drudgery” of careful, accurate, intelligent work, 
will save many a patient that would, through indul- 
gence in the “luxury of hypotheses”, otherwise be 
sacrificed. 

333 CENTRAL ParK WEST. 


THE URETHRAL CREST. 
C. L. DeMeritt, M.D., 
Genito-Urinary Surgeon, North Hudson Hospital, 
Hosoken, N. J. 


Urethral crest is the BNA term for the structure 
known in the old nomenclature as the verumontanum, 
the caput gallinaginis, the colliculus seminalis. The 
new nomenclature also uses the term colliculus, but 
to denote a specialized part of the crest, not the 
whole of it. 

The prostatic urethra runs nearly straight up and 
down, in the standing position, so its posterior wall 
can be considered a vertical plane. The crest pro- 
jects forward, from about the middle third of the 
posterior wall, into the urethra. Individual crests 
vary, but we recognize types. 

The common type is a vertical ridge. It has the 
shape of an oblong mound. Take these figures as a 
general guide: length, 1 cm.; width, 3mm.; projec- 
tion, 3 mm. Mould a piece of chewing gum to the 
shape and size indicated. Stick it on the wall, long 
diameter up and down. Now you have a crude 
image of the crest in a man standing facing you. 
There are four sloping surfaces: upper, two lateral, 
and lower. The lower surface is the colliculus. 

The colliculus generally forms a distinct projec- 
tion from the mass of the crest, like one hill jutting 
out from another. It shows up better, through the 
direct vision urethroscope, than the rest of the crest, 
because it faces the observer. Most often one open- 
ing, a median vertical slit, is seen on the colliculus. 
It is the orifice of the utriculus. The ejaculatory 
ducts open by tiny slits on, or just within, the lips 
of the median orifice. They must be picked up with 
a probe to be seen. In eleven cadavers, Luys found 
this arrangement in seven. 

Less often, the ducts open on either side of the 
median slit and well clear of it, so that we see three 
openings. This was the case in three of Luys’ 
cadavers. Anatomists describe it as the ordinary 


arrangement, but we must not take anatomists too 
seriously when they talk about the crest. 
In the remaining one of Luys’ cases, the ducts 
opened into the bottom of the utriculus. 
Occasionally, we see two lateral openings, but none 


in the middle. This may mean that the utriculus is 
absent, or has no opening, or is bifid. 

Besides the common type, two others are worth 
mention. They are the cone-shaped crest and the 
knob-shaped crest. In such cases the crest is all 
colliculus. The openings are apt to be on the sum- 
mit. 

Above the crest, the posterior wall is marked by 
several rugae, which radiate upward and outward 
from the upper end of the crest to the vesical orifice. 
Below, a sharp ridge runs downward into the mem- 
branous urethra. 
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Schematic longitudinal section through prostatic urethra, 
showing crest of common type. In the large scale figure 
below, the utricular glands are shown. Their relative size 
is exaggerated. The dotted line indicates the indefinite line 
of division between crest and prostate. 

Elaborate and beautifully illustrated studies of 
the gross anatomy of the crest have been made by 
Woblbarst. 

Some books still persist in telling us that the crest 
is an erectile structure and prevents back flow of 
semen into the bladder during ejaculation. This is 
false anatomy and false physiology, born of the im- 
perfect histologic technic of bygone days. Gland 
tissue was mistaken for erectile tissue, and, on this 
error, the fantastic theory of closure of the urethra 
by the “erect” crest was built up. This myth has 
been exploded, within the past few years, by Ameri- 
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can investigators. Rytina has worked out the his- 
tology of the crest and Watson has traced its de- 
velopment. It is a glandular organ. There is no 
erectile tissue in it. 

The core of the crest is made up mainly of the 
utriculus, the utricular glands, and the ends of the 
ejaculatory ducts. The utriculus is a blind duct. It 
may end at the base of the crest, or it may dip into 
the prostate. The utricular glands are developed 
from the utriculus and empty into it. Rytina sug- 
gests that their secretion may have an action on 
‘semen, complementary to that of the prostatic secre- 
tion, 

The cortex of the crest contains glands which 
open directly into the urethra. Some of them are 
developed from the mucosa, others from the middle 
lobe of the prostate. Rytina described a capsule 
separating the core from the cortex. The connec- 
tive tissue framework of the organ contains some 
elastic fibers. The blood and lymph supply is abun- 
dant. The nerve supply is not, which seems odd, 
considering the systemic disturbance a mere con- 
gestion of this tiny organ can produce. | 

The covering of the crest is, of course, the mucosa 
of the dorsal wall of the prostatic urethra. Rytina 
described it as of the squamous type. Piersol gives 
the crest a quasi-erectile character in the following 
statement: “Within the urethral crest, the fusiform 
ridge modelling the posterior wall of the prostatic 
portion of the canal, the mucous membrane acquires 
the character of erectile tissue on account of the 
abundance of venous channels occupying the deeper 
layers of the tunica propria”. But this is far from 
saying that the crest is an erectile organ. 

There are a few men in whom urethral instrumen- 
tation excites erection. I have made studies of the 
crest during erection on three such men, whom I 
accustomed to rough handling, so I could pass the 
urethroscope and expose the crest quickly, before 
erection was complete. One was a hypochondriac 
with no visible urethral lesion. One has a chronic, 
non-specific anterior urethritis and a normal pos- 
terior urethra. Both of them were normal sexually. 
The third had a slightly congested crest and had 
weak erections and premature ejaculation under 
normal stimuli. But instrumentation caused erec- 
tions that were strong, prolonged and painful. Also, 
in the first two cases, I studied the crest when I 
had prevented erection by injecting procain into the 
urethra and applying it to the glans. In the third 
case, procain did not prevent erection. I saw noth- 
ing to indicate that the crest changes in size, shape 
or color, during erection. 


Rytina’s first paper was based on exatninations 
of crests obtained by the operation of “radical re- 
moval of the verumontanum”. Hence, his studies 
covered pathology as well as histology. The lesions 
found by him seem to have been, in general, those 
of chronic inflammation of gland tissue. Not 
enough work has been done on the pathology of the 
crest to justify detailed discussion by a mere clin- 
ician like myself, who must depend on laboratory 
workers for data. 

“Most of the sexual disorders in the male have 
their seat in a pathologic verumontanum, are usually 
curable by intelligent treatment, and, therefore, de- 
serve more consideration than they have usually had 
from the medical profession, which is usually con- 
tent to brand the condition ‘sexual. neurasthenia’ 
and relegate the unfortunate to nerve tonics”. I 
quote this from Young. Minor disorders of urina- 
tion are, also, often due to a diseased crest. 

Disorder of sex function in the male, due to dis- 
ease of the crest, almost always means chronic in- 
flammation of the crest. It can almost always be 
cured by the application of carbolic acid or silver 
nitrate to the crest. 

Sometimes, chronic inflammation of the crest is an 
evident sequel of posterior gonorrhea. Sometimes, 
it occurs with old, tight strictures. Then, it is an 
evident part of the non-specific urethritis which al- 
ways develops behind such strictures. Some urol- 
ogists think masturbation an important etiologic fac- 
tor. Then why don’t we see more crest disease in 
boys, who are the chief masturbators? True, they 
would not consult us much for sex function dis- 
orders. But crest disease can cause urinary func- 
tion disorders, at any age after puberty, as in the 
case of a sixteen year old boy to be cited later, and 
if masturbation were a common etiologic factor, we 
would see many more such cases in boys than we 
do. I think that masturbation in men, instead of 
being the cause of crest disease, is generally the 
result of it. The act is probably an instinctive at- 
tempt to relieve the irritation, local and reflex, from 
the pathologic crest, This applies to adults only. 
Masturbation in children and adolescents is a funda- 
mental trait of human nature. Whether we think 
it harmless or harmful, we cannot explain it. 

The practice of withdrawing the penis before the 
completion of coitus, to avoid pregnancy, is one of 
the chief causes of disease of the crest, and of the 
prostate also. It is easy to blame what we don’t 
understand on the colon bacillus, but I suspect that 
that ubiquitous bacteriolgic criminal is the real 
offender in many cases. 
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The most common disorder of sex function in 
chronic crest inflammation is premature ejaculation. 
Erection may be good at first. It is nearly always 
present in some degree. But orgasm occurs soon 
or immediately after penetration, or even before 
penetration, at the mere contact of the glans penis 
with the vulva. After a while, a psychic element is 
added. The man disturbs his ability. Expecting to 
fail, he fails more completely. Some men of philo- 
sophic mind, who have learned that the sexual func- 
tion is not all of life, accept the situation calmly. 
They abandon attempts at coitus and turn their sur- 
plus energy to other things. Long rest may cure 
them. With return of power, there is a “hunch” 
that they are all right again, and they may resume 
the function as coolly as they left it off. 

But most men who have not reached old age are 
badly affected by the consciousness of sexual de- 
bility. They look upon themselves as lame ducks, 
brood over their weakness, and become neurasthenic. 
The neurasthenia is the result of the debility, not 
the cause of it. These men do not want to take 
chances on a rest cure and they do not have te. 

The first step in urethral examination, in these 
cases, is irrigation with an antiseptic solution. 
Chlorazene, 1-3000, is good. Then, measure the 
meatus. If it is smaller than 22 French, enlarge it 
and postpone the rest of the examination until the 
cut granulates. Urethroscopy through a tube smaller 
than 22 is not satisfactory. Next, pass the largest 
sound that will go to the bladder. If there is a 
stricture, it must be dilated but if it is larger than 
22, dilatation and urethroscopy can be done together, 
at each sitting. 

For ordinary use, a Young urethroscopic set, with 
straight and curved tubes, is the best. The anterior 
urethra should be examined first, with a straight 
tube. Lesions found there must be treated, but they 
do not come within the scope of this paper. Then 
the curved tube is used to examine the crest and 
prostatic urethra. An experienced operator can 
generally place the tube so that the fenestra lies just 
beyond the crest. Then, when the obturator is with- 
drawn, the prostatic fo sette is exposed. This is the 
part of the dorsal wall between the crest and the 
bladder, marked, as already described, by radiating 
rugae. Sometimes it is inflamed and needs treat- 
ment. Carbolic acid or silver nitrate are used, in 
the same way as will be described later for the crest. 

If the tube has been advanced too far, so that the 
fenestra lies in the bladder, urine will flow into it 
on withdrawing the obturator, even if the patient has 
urinated just before: examination. The tube must 


be pulled out until the fenestra lies within the ure- 
thra, which is mopped dry. Sometimes we stop 
with the fenestra just over the crest or below it. If 
below, we get our bearings from the sharp ridge 
running down from the crest to the membranous 
urethra. In either case, the tube can be advanced 
gently, without replacing the obturator, until the 
fossette is exposed. 

After examining the fossette, the tube is with- 
drawn until the crest bulges into the fenestra. It 
needs some experience to recognize a diseased crest, 
for the mucosa of the crest is normally darker than 
that of the rest of the urethra. Also, the most care- 
ful instrumentation often makes the normal crest 
bleed a little. But the inflamed crest has the dull- 
red look commonly called “angry”; and it bleeds 
easily. Some badly inflamed crests bleed so that 
the end of the tube fills with blood as fast as it can 
be mopped out. When this happens, I let the blood- 
ing go on for two or three minutes, to get the benefit 
of depletion, mopping out meanwhile. Then I apply 
carbolic acid and dismiss the patient for a few days. 
I may have to give several such treatments before I 
get a good look at the crest. Of course, when I do 
see it, it is already better. 

There is no sense in using adrenalin in these cases. 
It may cause secondary’ hemorrhage. This will not 
be serious, but it will annoy the patient and, quite 
likely, the surgeon also. If we inspect a diseased 
crest just after using adrenalin, we do not get the 
right pathologic picture. A congested and swollen 
organ may look normal, or even anemic and shrivel- 
led. Sometimes we have to cystoscope a man with 
an inflamed crest. The cystoscope starts the crest 
bleeding. The prostatic urethra is too wide to be 
completely plugged by the instrument, so the blood 
runs back into the bladder and clouds the field. 
Here, a preliminary application of adrenalin through 
the posterior urethroscope works better than its in- 
jection with a catheter-syringe, as we can locate the 
bleeding area instead of guessing at it. It does not 
always work. On re-passing the cystoscope, the 
bleeding may start again. 

When we look at the crest through the direct- 
vision urethroscope, we see it end-on. Its long axis 
points at us. Its lower surface, the colliculus, faces 
us, as already described. Thus the outline we get 
corresponds to that of a cross-section. The lumen 
of the prostatic urethra shows us as a U-shaped slit. 
It curves over the crest ventrally. It ends dorsally 
in gutters that run along each side of the base of the 
crest. 

When we make applications to the crest, we must 
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try to treat the whole organ, not just the colliculus. 
Exact technic is neeeded to do this work well. 
Double-ended cotton swabs, wound on the thin wood 
sticks that come in bundles of a thousand, make the 
best mops and applicators. Nicking the ends of the 
sticks holds the cotton better than wetting them. 
Mops should be wound so that a tuft of cotton, as 
large as will clear a No. 22 tube easily, projects 
beyond the end of the stick. Applicators should be 
wound thin and tight. Concentrated carbolic acid 
is used, only enough water being added to keep it 
from crystallizing. Silver nitrate is used in solution. 
Ten per cent. seems to be the favorite strength. It 
is also used, fused on the end of a probe, as a caustic 
stick. Other drugs, and the electric cautery, are 
also used. 

I use carbolic acid. It does not burn too deeply. 
There is little or no pain after its application, as a 
rule. It does not dull the insides of the tubes. 

The crest is exposed and mopped dry. An appli- 
cator is dipped in carbolic for half the length of the 
cotton wrapping. Surplus liquid is pressed out. 
The applicator is introduced until it hits against the 
colliculus. Then, it is pressed in a few millimeters 
more. This makes the swab ride over the colliculus, 
onto the exposed surface of the whole crest, or nearly 
so. The phenol is, thus, fairly well distributed over 
the organ. Applicator and tube are withdrawn and 
the urethra is irrigated again. 

“Irrigate before and after” should be a rule 
in urethral instrumentation. Used in  conjunc- 
tion with clean tools, it nearly always prevents chill 
and always prevents cystitis. The preliminary irri- 
gation takes the place of the childish and futile ex- 
pedient of wiping off the meatus. Both irrigations 
can, of course, be made with a Janet-Frank hand 
syringe. But I prefer to make the final one by 
gravity, giving the patient the benefit of a liter of 
warm potassium permanganate solution. Theoretic- 
ally, when instruments have been used in the pros- 
tatic urethra, the second irrigation should go into 
the bladder ; but in practice, it does not seem to mat- 
ter. This suggests that the cause of urethral chill, 
whatever it may be, is in the anterior urethra. 

Once in a while, there is a little reaction after 
treatment, but generally the patient notices none. 
In about fifteen years’ use of this method, I have 
had four or five severe reactions, with bleeding and 
tenesmus lasting several days. I lost track of one 
of these men. The others got well quicker than 
usual. | 

Most men can stand treatment twice a week. But, 
if given once a week, the effect per treatment is 


greater. Ordinarily, an interval of five to seven days 
works best. Some of my patients are mariners. 
They stay in port maybe a week and get two treat- 
ments. Then they are away for a month, or two or 
three months, when they return and get two more 
treatments. But, even under these discouraging con- 
ditions, some are cured and the rest improved. 

Sometimes, the surface of an inflamed crest is 
studded with granulations. Phenol takes care of 
these. Occasionally, small polypi are found. They 
are burned off with the electric cautery, or twisted 
off with urethral forceps. 

Besides the crest of chronic inflammation, there is 
another pathologic type, found sometimes, but not 
nearly as often, in looking for the cause of disord- 
ered sex function. Here the crest is pale and 
shrunken. It may be flattened, or uniformly shrivel- 
led and with sharpened outlines. Some of these 
crests, no doubt, represent what Browdy calls “hard 
infiltration”, Long continued chronic inflammation 
has ended in cicatricial tissue formation. 


But most of the crests that I see looking like this 
are in men who give no history of crest disease. 
And I hardly think that crest disease, of sufficient 
severity to end in cirrhosis, can exist without symp- 
toms that would force the sufferer to notice them. 
I regard most pale and shrunken crests as merely 
symptomatic. They are anemic, and the anemia de- 
pends on cerebral or spinal conditions, or on both. 
Men with such crests do not complain, to me at 
least, of premature ejaculation. They do not get that 
far. They have little or no sexual desire and little 
or no erection. Cure, if they can be cured at all, is 
a matter of hygiene, physical and mental. Prognosis 
is not nearly as good as in chronic inflammation. 

The following cases are taken from office records 
to illustrate the common run of crest cases. 

I. Man of 27. Good general health. Clap 1 year 
ago. Desire normal and erection strong, but, for 
three months, ejaculation has occurred on contact. 
Anterior urethra slightly infiltrated. Crest congest- 
ed, granular, and bleeds freely. Dilatation of an- 
terior urethra and carbolic acid to crest weekly. 
Cured by seven treatments and remains so to date, 
three years. 

II. Married man of 36. Fair general health. 
Muscles flabby. No venereal history. Withdrawal 
practiced for preceding three years. Desire lessened, 
but still strong at times. Erection enough to effect 
penetration, but subsides soon afterwards, generally 
before ejaculation. Crest congested. Carbolic acid 
applied to it every five to ten days. Outdoor exer- 
cise taken meanwhile. Cured by this and eleven local 
treatments and remains so to date, five years. 

III. Married man of 46. Good general health. 
No history of venereal disease or abnormal coitus. 


Marcu, 1923 
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Sex function normal. For two years had had to 
urinate with increasing frequency during the day, 
but did not have to get up at night. After each 
urination there was tenesmus and dribbling, drop 
by drop, for ten to fifteen minutes. Had to keep 
several changes of underwear in his office. Bladder, 
prostate and kidneys normal. No residual urine. 
Crest congested ; fossette likewise. Carbolic acid to 
crest and fossette every five to seven days. Cured 
after seven treatments and remains so to date, four 
years. 

Note that in this case the diseased crest did not 
cause sex function disorder. 


IV. Boy of 16. Good general health. Athletic. 
For two months symptoms similar to, but milder 
than, Case 3. Sleeps through the night, as do most 
cases of urinary function disorder dependent on a 
diseased crest, in my experience. Bladder, prostate 
and kidneys normal. No residual urine. Crest con- 
gested. Fossette normal. Carbolic acid to crest 
weekly. No symptoms after five treatments. Dis- 
charged cured. Recurrence eighteen months later. 
Discharged cured again, after four treatments, and 
remains so to date, one year. : 


In my practice, disorder of sex function, as a re- 
sult of crest disease, is much more common than that 
of urinary function. I rarely find both together. I 
cannot explain either of these facts. 

Occasionally, the urologist gets cases of partial or 
complete impotence where the crest is normal, there 
is no other urologic lesion, the general health is 
good, and the internist finds no organic nervous dis- 
ease. There is generally some unusual physical or 
mental strain back of the disability. The impotence 
that sometimes affects athletes in training is an ex- 
ample. Such cases should not be treated, as the 
functional power returns when the usual mode -f 
life is resumed. 

Of other urologic conditions associated with crest 
disease, the most common is, naturally, chronic pros- 
tatitis. When this is the case, the prostate is mas- 
saged after the urethroscopic work and before the 
final irrigation. 

Treating chronic inflammation of the crest is one 
of the most satisfactory things the urologist has to 
do. The technic, once learned, is easy, and the al- 
most invariably good results are a happy contrast 
to the delays and discouragements that attend his 
work in some other conditions. 


The intellect of the surgeon is the motive power 
behind his performance and his decisions; and if 
his vision is broad, the capacity to acquire or reject 
knowledge keeps him eternally young though he 
may be old as the years go. A shut mind does not 
exist in a safe surgeonHusert A. Royster, in 
Southern Medical Journal. 


EXTRACTION OF CATARACT CONTAIN- 
ING A FOREIGN BODY.* 
Jutius Worrr, M.D., 


Associate Ophthalmic Surgeon, Mt. Sinai and Bellevue 
Hospitals. 
New York, 


Many operations upon the eye are performed ac- 
cording to routine methods. From these typical 
operations the individual operator may deviate at 
times and they may vary to some extent according 
to the preferences of each operator; but, in general, 
they are conducted along well-defined lines, so that 
each operation is very much like another in its class. 
Occasionally, however, cases present themselves that 
show unusual features, the handling of which may 
require deviations from routine methods with the 
exercise of discriminating judgment. The follow- 
ing case presents, I believe, points of interest in diag- 
nosis and method of precedure that merit report: 


T. McG., male, 32 years old, chauffeur, consulted 
me first on September 30, 1922, complaining of 
marked loss of vision in the left eye. He was in 
good general health and his personal history was 
negative as concerns his present ailment until June 
I, 1922. At that time he went to an eye dispensary 
where he was told that he had a mild iritis in the 
left eye and, after a brief treatment, his symptoms 
disappeared. Soon after this, however, his vision 
in this eye became progressively blurred. There was 
no specific history and his urine was normal. Close 
questioning elicited no history of injury to the left 
eye. Examination of the eyes revealed the fol- 
lowing: 

The right eye was normal in every respect and 
had normal vision and no refractive error. The ex- 
ternal appearance of the left eye was normal except 
for a greyish color of the pupil. The cornea was 
clear and revealed no trace of a scar with strong il- 
lumination and a binocular loupe. The iris showed 
no evidence of the former iritis, there was no per- 
foration in it and the pupil was round, freely mov- 
able and reacted normally to all physiological im- 
pulses. The lens was partially cataractous and the 
anterior lens capsule, even under artificial mydriasis, 
showed no wound or thickening. Tension was nor- 
mal (17 mm.) and the visual field showed normal 
limits. The eye could count figures at five feet. 
Transillumination resulted negatively. 

The diagnosis was: immature cataract of un- 
known causation in an otherwise healthy eye. 

I wish to emphasize that, in the absence of all 
other etiological factors and bearing in mind the pa- 
tient’s occupation, I urged him most strongly to re- 
call, if possible, any injury he might have received 
while hammering or chiseling, but he was unable to 
do so. 

I next saw the patient on November 2nd. The 
cataract had ripened, the lens was slightly swollen, 


vision was reduced to recoginzing hand movements 


*Presented at the Section on Ophthalmology of the N. Y. Academy 
of Medicine, December 18th, 1922. 
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and light projection was good. __ 

I still fretted about the etiology of the cataract 
and therefore decided, in-spite of positive denial of 
a trauma and the absence of any evidence of a per- 
forating injury, to have an x-ray study made. I re- 
ferred the patient for this purpose to Dr. George S. 
Dixon, who located a “pin point foreign body in the 
lens” of the left eye. 


The question of an operation was no longer an 
optional one, but became a necessity. Since the for- 
eign body might well be a particle of iron or steel 
the eye was in danger of siderosis or rust-staining 
of its tissues, with resultant degeneration of the re- 
tina and certain blindness. The problem that pre- 
sented itself was, therefore, the selection of a method 
of procedure that would offer the greatest certainty 
of success in the removal of the foreign particle, as 
well as of the cataract itself. 

The youth of the patient, as well as the milky- 
white appearance of the lens, made it certain that we 
were dealing with a soft cataract that had no large 
and firm nucleus, as is present in senile cataracts. 
If the customary method cf removing soft cataracts, 
by making a small incision in the cornea, opening 
the capsule and manipulating or washing out the 
lens masses, was to be adopted in this case, there 
would be a great likelihood that the foreign particle 
might remain behind. The attempt, too, to remove 
it with a magnet could not succeed unless the par- 
ticle were iron, and even then might not respond to 
magnetic force on account of its small mass. 

In view of the fact that the foreign body was, ac- 
cording to the x-ray report, within the lens, I felt 
that some method should be selected that would re- 
move the lens in toto with the foreign body inside. 
An intracapsular operation was one possible pro- 
cedure, but I considered it fraught with far too much 
danger. 

In deciding upon the method finally selected I at- 
tached much importance to two considerations: first, 
the incision must be large enough to allow the lens 
to escape freely, to avoid breaking it up by the use 
of too much pressure and by squeezing it through 
the wound; and, second, a large opening must be 
made in the anterior capsule for the same reasons. 


On November 22, 1922, I performed the opera- © 


tion as follows: A conjunctival apron was prepared 
with which the wound was to be covered at the end 
of the operation according to a method upon which 
I shall report at a future occasion. With a Graefe 
knife an incision was made in the upper limbus, in- 
volving two-fifths of the circumference of the cor- 
nea. A capsule forceps was introduced and opened 
as far as the dilated pupil would permit and a cor- 
respondingly wide but superficial grip taken on the 
anterior capsule, removing a large portion of it. 


The capsular wound was further enlarged in several 
directions with a cystitome. No iridectomy was 
made, as I was anxious to preserve a round pupil for 
cosmetic and optical reasons. Gentle pressure was 
applied in delivering the lens, which escaped, as I 
had hoped, almost intact, the upper three-quarters 
retaining the shape of the lens and containing the 
foreign particle, which was a tiny piece of iron. The 
remaining lens matter was readily removed with 
irrigation. Replacement of the iris and anchoring 
the conjunctival apron completed the operation and 
the anterior chamber began to reform before the 
dressing was applied. 


The healing was uneventful, painless and free 
from inflammatory reaction. On December 7th, 
fifteen days after the operation, corrected vision of 
the operated eye was 15/15, the eye was white and 
the pupil round and central. At present the eye 
locks exactly like its fellow and only an experienced 
observer can detect by very close examination which 
is the operated eye. 

One of the instructive features of this case is to be 
found in the lesson it teaches that too much faith 
must not be placed in the history. This patient is a 
wide-awake, intelligent, young man from whom cor- 
rect statements could be expected. Still, he could 
recall no injury to the eye, nor could the point of 
entrance of the foreign body be detected by most 
careful scrutiny. It was, therefore, most fortunate 
that the x-ray examination was none the less made; 
otherwise the cataract might have been removed 
without the iron particle and the eye would then 
have perished through siderosis. 


Another point of interest brought out by this case 
is the fact that even a very soft lens can be extract- 
ed in its original shape, entire or nearly so, if op- 
portunity is given it to escape without resistance of 
any kind. This was accomplished by applying the 
method of operating senile cataracts, instead of the 
customary technic used in soft juvenile cataracts. 


29 89TH STREET. 


SINUSITIS AND Optic NEURITIS. 


When an acute infection occurs in the sphenoid or 
posterior ethmoid, there may be an almost immediate 
invasion of the tissue about the optic nerve, includ- 
ing the sheath of the nerve or the nerve itself. 
When, on the other hand, there is an infection in a 
more remote sinus, it fortunately becomes walled off 
before the optic nerve is reached. Should the in- 
fections, however, persist, there may be poured into 
the system a certain amount of bacteria and toxins 
which may produce an optic neuritis, or, for that 
matter, a neuritis of any nerve-——Leon E. WHITE in 
The Laryngoscope. 
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THE QUESTION OF GASTRO-ENTEROS- 
TOMY IN OPERATIONS FOR PER- 
FORATED DUODENAL ULCER. 

There is much discussion in current surgical liter- 
ature concerning the routine employment or non- 
employment of gastro-enterostomy as part of the 
operation for perforated ulcer of the duodenum. 
Probably a minority, but a large minority, of surg- 
eons include gastro-enteric anastomosis routinely ia 
the operation. They believe that it does not add to 
the mortality and that it obviates the necessity for 
secondary operations. Those who are opposed to 
gastro-enterostomy as a primary procedure in the 
emergency object to it as adding to the risk of the 
operation, and many of them, in this country and 
abroad, have shown by observations in series of cases 
that it is usually unnecessary. In this connection the 
article by Schmidt, abstracted on page 76, is of in- 

terest. 

In New York State Journal of Medicine, Feb- 
ruary, 1923, Donald Guthrie, of Sayre, Pa., pub- 
lishes an analysis of 152 replies by American surg- 
eons to a questionnaire on this subject. To the ques- 
tion “In operating for acute perforation of a duo- 
denal ulcer, is it your practice to do a gastro-enteros- 
tomy after you close the ulcer?”’, 22 answered in 
the affirmative, 64 in the negative; the answers of 
63 others were in the “qualified affirmative” or 
“qualified negative”, viz., that “a gastro-enterostomy 


is indicated should the condition of the patient be 
very good, the length of time between the operation 
and perforation not more than ten to twelve hours, 
the amount of contamination or beginning peritonitis 
small, and the ulcer large and indurated so that its 
infolding and closure will markedly narrow the 
lumen of the pyloric end of the stomach or duo- 
denum” or, conversely, “the conditions * * * 
which would contraindicate gastro-enterostomy were 
if the period of time between the perforation and 
the operation were long and peritonitis had de- 
veloped to a dangerous degree, if the perforation 
were small and the duodenum large and not infil- 
trated by scar tissue.” 

Fifty-seven of the surgeons who do not perform 
gastro-enterostomy reported that it was not neces- 
sary to operate a second time on any of the patients. 
Several reported small numbers of necessary re- 
operations, one (Percy) thinks 25% require re- 
operation and another (Jonas) that the majority 
need subsequent gastro-enterostomy. Charles Mayo 
is quoted as expressing the opinion that gastro-enter- 
ostomy doubles the risk of operation and that it is 
better to perform it, if it is necessary at all, a few 
days, weeks or months after tiding the patient over 
the acute emergency. Deaver, on the other hand, 
not only does a primary gastro-enterostomy because 
“in the hands of a skilled surgeon it gives a lower 
mortality and is more likely to result in a permanent 
cure” but says also “if the appendix has not been 
removed, take it out, also the gall-bladder if dis- 
eased”. We doubt whether other surgeons, even 
those who may be as dexterous as Deaver, will agree 
with him that it is wise to submit a patient under 
operation for so grave and threatening an affair as 
perforation of the duodenum to appendicectomy and 
cholecystectomy in addition! 

Guthrie himself has never performed gastro- 
enterostomy in the presence of acute perforation. 
He records a series of 42 cases, with 7 deaths. 
Among the 35 survivors only four have had 
symptoms requiring reoperation. 

It does not seem to us that gastro-enterostomy 
ought to be either adopted or avoided as a routine 
in dealing with “acute” perforation of a duodenal 
ulcer. If a pyloroplasty is not performed, and if 
infolding and suture of the ulcer obviously causes 
too great a narrowing of pylorus or duodenum, 
gastro-enterostomy may appropriately be added to 
the procedure provided that the perforation is less 
than 12 hours old, that there is little soiling or 
peritonitis and that the patient’s condition is good. 
In other words, gastro-enterostomy is probably safe 
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when conditions approach those of the unperforated 
ulcer, or the “chronic” perforation, and is desirable 
when, in addition, closure of the opening unduly 
threatens obstruction. When these conditions do not 
obtain, it would appear that the largest percentage 
of recoveries will follow the briefest and simplest 
operation—cleansing of the field and closure of the 
opening, with or without drainage but, in any event, 
without gauze drainage. 


WILHELM ROENTGEN. 


Wilhelm Konrad Roentgen, the discoverer of the 
x-ray, died in Munich on February toth in his 78th 
year. While his discovery was accidental that +- 
rays, as he called them, would penetrate a cardboard 
box, in which the vacuum tube was enclosed, and 
cause a screen of barium platinocyanide to fluoresce, 
it was by deliberate investigation that he found that 
the rays would penetrate the flesh and leave an image 
of the bones upon a photographic plate. The credit 
for the discovery of the +-rays and the demonstra- 
tion of their value in medical diagnosis is therefore 
his. It is wholly unnecessary to attempt a word 
measure of the great boon to mankind, the enormous 
aid to medicine, that this epochal discovery has beer ; 
the employment of the +-rays is today as much a 
part of medical practice as is the use of the telephone 
a part of business and social life. 

Roentgen was a physicist, and professor of physics 
at Wurzburg when he made his discovery in 1895. 
He is one of several men, untaught in medicine, 
whose discoveries and inventions have been pecu- 
liarly medical in their application. Other names that 
come to mind especially are those of Manuel Garcia, 
the Spanish singing teacher in London who intro- 
duced the laryngoscopic mirror in 1855; and, greatest 
of all, Pasteur, the chemist. 

It is depressing to observe how war creates—or 
discloses—a narrow spirit of chauvinism even in 
great men of science—which, in spite of them, can 
have no national boundaries. Just as, in the Franco- 
Prussian War, Pasteur repudiated the honors that 
had been bestowed upon him by German universi- 
ties, so, too, when the World War broke out Roent- 
gen gave away the Rumford medal which had come 
to him years before from England! 


Let us hope, and every man at his own wheel- 
work, that the unity of science may be but the pre- 
cursor of the unity of mankind.—A. Jacosi, 1872. 


Progress in Surgery 


. 
Selections from Recent Literature 


Post-operative Pulmonary Complications, Cuartes O. 
Cooke and WitFrep PIcKLeEs, Providence. The Rhode 
Island Medical Journal, February, 1923. 

A series of 1,000 operative cases under some form of 
anesthesia is presented, showing 39 cases of pulmonary 
complications and a mortality from these conditions of 0.9 
per cent. The complications are regarded as being, in the 
great majority of cases, due to pulmonary embolism or in- 
farction, the severity of the resulting lung condition being 
largely dependent upon the presence of sepsis in the opera- 
tive field and consequently in any embolus from that source. 
Prevention of such complications should be attempted by 
careful hemostasis and gentle handling of all tissues at 
operation, and by operating through healthy tissues rather 
than in a septic field wherever such a course is possible. To 
prevent the smaller number of cases, chiefly occurring in 
operations about the upper respiratory passages, due to 
aspiration, careful suction and the avoidance of operation 
in the presence of upper respiratory infection should be 
practiced. 

A Method of Ligaturing the First Stage of the Left 
Subclavian Artery From Behind. Arnoip K. 
Henry, Dublin. The British Journal of Surgery, Jan- 
uary, 1923. 

Henry considers the anatomical relations to the left sub- 
= artery, describes his technic of operation and con- 
cludes : 

An approach to the first stage of the subclavian artery is 
obtained by costo-transversectomy at the level of the second 
rib on the left side. Depression of the pleural dome leaves 
the artery naked from the aorta to the first rib, no struc- 
ture (excepting the ansa subclavia) intervening between the 
operator and the vessel, 

The first stage of the vessel can be ligatured in any part 
of its course, and its branches, except the thyro-cervical 
trunk, can be tied with relative ease. 

The Surgical Importance of Iodine Idiosyncrasy and 
Poisoning. HucH Grant RoweLt, New Bedford, 
Mass. Surgery, Gynecology and Obstetrics, February, 
1923. 

A very definite iodine allergy exists, closely related to, 
if not the same as, iodine poisoning and iodism and identical 
in toxicology with its salts, the iodides, to which iodine is 
converted on absorption. 

Cases of allergy closely resemble in symptoms those of 
poisoning and may be considered practically the same clin- 
ically, the chief difference being the amount of iodine ab- 
sorbed. 

While the condition is undoubtedly rare, precautions in- 
dicated are careful history and reasonable effort to prevent 
absorption, confining the action of the iodine to a local one. 
Early removal by alcohol is excellent. The technic of 
painting a postoperative wound with iodine has unfortunate 
possibilities. In doubtful or suspicious cases, use some 
other disinfectant. The obsolete use of iodine in ovarian 
cysts needs only mention. 

In postoperative cases showing suggestive symptoms, test 
for the drug and institute appropriate treatment, depending 
on extent and type of symptoms. 

A possible danger exists in the frequent use of iodine by 
the laity for early sterilization of open wounds. In surgery 
of compound fractures the full strength solution should be 
used with discrimination. A careful inquiry into previous 
reaction helps avoid fatal accidents. 

In cases with marked idiosyncrasy, even painting the skin 
= iodine may cause symptoms, small amounts causing the 
effect. 

Transfusion, when used, should be repeated whenever the 
patient is losing ground. Once may not be sufficient. 

Iodides are commonly used in the treatment of syphilis, 
and in operating on this class of patient or any patient 
previously treated with iodide, the previous reaction to the 
drug should be determined, before one uses iodine again, 

In spite of the efficiency of certain iodine salts as injec- 
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tions for urological x-rays, we must recognize a theoretical 

danger in their use. 

In industrial plants where iodine or its fumes have been 
present, the workmen have sometimes shown symptoms of 
acute or chronic poisoning. Treatment of their injuries 
with iodine must be potentially dangerous. 

Spinal Anesthesia. A Study of About 15,000 Induc- 
tions. W. Wayne Bascock, Philadelphia. The Penn- 
sylvania Medical Journal, February, 1923. 

For upper abdominal work the injection is made through 
the twelfth lumbar interspace, for lower abdominal work 
through the first lumbar interspace, for operation upon the 
legs through the second lumbar interspace, while the third 
or fourth lumbar interspace is used for operations upon the 
rectum and perineum. 

The operation is usually started without delay, and an 
assistant with apparatus for instant intravenous injection 
close at hand constantly watches the color, respiration and 
pulse, and records the blood-pressure every 5 minutes. Shal- 
low and infrequent respirations are treated by occasional 
admonitions to the patient to take deep breaths, and by the 
inhalation of aromatic spirits of ammonia or a little ether. 
If there is marked hypotension, 10 mm, of adrenalin are 
given intramuscularly. If the systolic pressure falls below 
20 mm. of Hg., the intravenous injection of warm physio- 
logic saline or Ringer’s solution is immediately started; and 
if the pressure continues to fall, sufficient adrenalin is drop- 
ped in the solution to raise the systolic pressure to 40. The 
dose, which will depend on the patient and the effect pro- 
duced, will range from a minim to 100 minims of the 
I-1000 solution. 

The solutions used by the author are: 

Stovain Solution: Stovain, 0.08 grams; lactic acid, 0.02 
mil.; ethyl alcohol, pure, 0.2 mil.; distilled water, to make 
2.0 mils. Seal in an ampule of nonsoluble glass. Pasteurize 
at 65 deg. C. for 30 minutes on 3 successive days. Dose for 
adults, 1.1 to 1.5 mils. Dose for infant of 2 days, 0.2 mils. 
Dose for child of 12 years, 1.0 mils. 

Butyn Solution: Butyn, 0.04 grams; lactic acid, 0.02 mils. ; 
ethyl alcoh@l, pure, 0.2 mils.; distilled water to make 2.0 
mils. Seal in an ampule of nonsoluble glass and sterilize by 
fractional pasteurization. Dose for adult, 1.2 to 1.5 mils. 

The lactic acid prevents the precipitation of stovain by 
the alkaline cerebrospinal fluid. The alcohol reduces the 
specific gravity so that the solutions are lighter than cerebro- 
spinal fluid. 

Spinal anesthesia should not, as a rule, be used in patients 
with great circulatory hypotension, 

If used upon unselected patients and those who are bad 
surgical risks, without special safeguards, a mortality of I 
in 500 may be expected. 

If used upon selected patients, with careful supervision, 
the mortality of spinal anesthesia is probably less than 1 
in 10,000. 

As yet spinal anesthesia has not been developed to a point 
of safety for operations above the level of the diaphragm, 
and the technical skill and the special precautions required 
in its use render it unsafe for use in the hands of surgeons 
who have not carefully qualified. 

Carcinoma of the Jaws, Tongue, Cheek and Lips. 
General Principles Involved in Operations and Results 
Obtained at Cleveland Clinic. G. W. Critz, Cleveland. 
Surgery, Gynecology and Obstetrics, February, 1923. 

Our conception of the principles involved in operations 
upon cancers of the cheeks, lips, jaws, and tongue may be 
summarized as follows: 

1. The primary focus may be destroyed by a cautery or 
removed by excision. 

2. Local excision of only the primary focus of the tongue, 
lip, and floor of the mouth, leaving the regional lymphatic 
glands, is as ineffectual as excision of the breast without 
removal of the regional glands. 

3. Excision of individual lymphatic glands not only does 
not afford premanent cure, but is usually followed by 
greater dissemination and more rapid growth. 

4. The logical technic is a complete block excision of the 
regional lymphatic system together with a wide excision of 
the primary focus. 

5. In operations for cancer of the buccal mucous mem- 


branes, a “platter” of underlying bone should be removed 

together with the intact growth. 

6. No cancer tissue should be cut or handled. 

7. The inhalation of blood and of wound secretion must 
be rigidly prevented during and after the operation. 

8. Ether and chloroform should be used with greatest 
caution if at all; gas-oxygen combined with local anesthesia 
or local anesthesia alone is the choice, ; 

9. A single treatment with deep, accurately measured 
x-ray or radium dosage is employed after operation, 

The Rebuilding of Jaw and Chin Defects. (Uber den 
ersats von Kiefer- und Kinnhautdefekten.) A. 
BERG and H. Picuier. Archiv fiir kliinsche Chirurgie, 
Vol. 120, No, 2. 

A method is described for this purpose in which the bony 
part of the defect is replaced by a free transplant of bone 
from the pelvis, tibia or rib. For the soft parts a doubled, 
pedunculated “visor” flap is taken from the forehead and 
scalp in which the hairless part of the forehead serves for 
the mucous membrane, and the hairy part of the scalp for 
chin. During the entire time of operation and subsequent 
healing the combination of efforts by surgeon and dentist is 
strongly recommended. 

Radiotherapy in Carcinoma of the Larynx—With 
Special Reference to Radium Needles Through 
the Thyro-Hyoid Membrane. Georce E. PFAHLer, 
Philadelphia, Pa. Radium, January, 1923. 

Unless the patient is treated very early and before there 
are obstructive symptoms, it is desirable to do a tracheotomy 
before beginning treatment. 

The roentgen rays applied externally, alone, justify the 
hope, even in advanced cases, of temporary recovery, or at 
least partial relief of symptoms. 

The insertion of radium needles through the thyrohyoid 
membrane into the diseased tissue is practical, and the results 
so far obtained’ seem to justify further trial, 

These patients should be kept under close observation for 
several years, for the results of this treatment, as well as 
that recorded by others show a marked tendency to recur- 
rence. Each case must be judged by itself and the treat- 
ment directed to the condition present. 

Observation on the Results of Roentgen Therapy in 
Chronic Tonsillitis. James W, New York. 
The Journal of the A. M. A., February 3, 1923. 

Babcock believes that roentgen-ray therapy as now advo- 
cated, may cause more or !ess diminution in the size of 
tonsils or other lymphoid tissue in the pharynx or naso- 
pharynx, but the residue has been observed acutely inflamed, 
and much increased in size while inflamed. It has been 
demonstrated that it is the small fibrous tonsil that is as 
likely to serve as a focus of infection with remote symp- 
toms. The observations on tonsils later excised indicate 
that they are not made free of pathogenic bacteria; that 
there is no evident increase in connective tissue, diminution 
of lymphoid tissue, lack of activity of the germinal centers 
or widening of the crypts. Neither the adenoids nor the 
hypertrophic lymph nodules on the posterior wall of the 
pharynx disappear; nor do they change in any appreciable 
way; and they are subject to. occasional inflammations sim- 
ilar to those preceding roentgen-ray therapy. General symp- 
toms, involving the heart and joints; have not been relieved 
in these cases by roentgen-ray therapy, and, in some of the 
cases, they have improved following an operation some time 
after roentgen-ray therapy. The author warns against un- 
due enthusiasm about this therapeutic measure as it is liable 
to cause injury to those it is designed to benefit, either di- 
rectly or by supplanting more effective measures. Until it 
is more definitely shown that diseased tonsils and other 
lymphoid tissue in the pharynx and nasopharynx can be 
eradicated as efficiently by a less unpleasant process, reliance 
must be placed on surgery. 

The Effect of Gastro-Enterostomy on Gastric Func-. 
tion, as Interpreted by the Fractional Test Meal. 
Ernest F. Guy, Manchester. The British Journal of 
Surgery, January, 1923. 

In performing a fractional test meal the withdrawal of 
small quantities of gastric juice and their immediate filtra- 
tion are essential to an accurate result. 

Ulcers of the body of the stomach are associated with 
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delay and hypo-acidity; duodenal ulcers with hurry and 
hyperacidity. 

Ulcers of the pyloric portion of the stomach show a dis- 
turbance of gastric function intermediate between these. 

Bile is invariably found in the stomach after gastro- 
enterostomy. 

After a satisfactory gastro-enterostomy, food always 
leaves the stomach more rapidly than is normal. 

The post-operative reduction in acidity is greatest in 
gastric ulcer and least in duodenal ulcer, in which a condi- 
tion of hyperacidity may remain. 

The evidence of the fractional test meal supports the 
drainage theory of gastro-enterostomy, 


Forty-four Cases of Simple Perforation of Gastric 
and Duodenal Ulcers, with a Simple Method of 
Surgical Treatment. Erwin R. Scumupt, Stock- 
holm. Acta Chirurgica Scandinavica, Vol. LV., Fasc. 
IV. 

Schmidt analyses a series of 44 cases of simple perforat- 
ing ulcers of the stomach and duodenum treated at the 
Maria Hospital between 1908—1921. These were operated 
by seven different surgeons using the same method. All 
the cases were operated upon; none was refused operation 
on account of poor condition. There were 11 deaths. 

There were 12 females and 32 males. There was only 
one duodenal ulcer among the females, while among the 
males there were 9 duodenal and 23 ventricular perfora- 
tions. This makes a total of 10 duodenal and 34 ventricular 
perforations, or a ratio of I to 3.4.4. | ; 

Five of the 44 patients gave no previous history of any 
gastric or duodenal disturbance. In the cases operated upon 
twelve hours or less after perforation the mortality was 
13.33%. In the cases operated upon between twelve and 
thirty hours after perforation the mortality was 57.1%. 

A factor of great importance is the condition of the 
patient upon admittance. The mortality increases as the 
distance of the perforation from the pylorus is increased. 
In this series the method of operation first used consisted 
of suturing the perforation in layers, performing a Witzel 
fistula on the stomach, irrigating the whole abdomen with 
normal saline solution a little above body temperature, and 
putting a tamponade down the sutured ulcer area. This 
method later was modified so that, if possible, the ulcer is 
excised, sutured and then layered with two rows of sutures, 
a Witzel fistula is made on the stomach, the abdomen is 
thoroughly irrigated and closed without drainage. The per- 
foration must be closed and this is done best through ex- 
cision and suture. With the ulcer excised longitudinally 
and sutured transversally, the sutures can be set into better 
tissue, the edges are brought together easily, not under 
great tension, and there is no raw ulcer protruding into 
the stomach or duodenum. In a very few cases excision is 
almost impossible. This is true, especially, in cases where 
the physical condition is such as to demand haste and in 
cases where excision of the ulcer would cause a blocking 
of the canal after it was sewn up. 

Granted that, with excision and suture of an ulcer in the 
region of the pylorus and duodenum, a constriction of vary- 
ing degrees will be produced, Schmidt believes it is only 
of short duration and does not demand a gastro-enteros- 
tomy. In order to circumvent this partial obstruction which 
may exist, he makes a Witzel fistula. This allows nourish- 
ment to be taken as soon as the patient is awake and acts 
as a safety valve, preventing pressure from being exerted 
upon the sutures. With the gastrostomy functioning, the 
stomach remains empty. If there should be vomiting, the 
stomach may be washed through the gastrostomy tube and 
the patient escapes the ordeal of a gastric lavage. At the 
first sign of retention in the stomach the gastrostomy begins 
to function and allows the stomach to empty itself. 

Of the 33 patients who were discharged as well, Schmidt 
was able to trace 24. Two died from ulcer complications. 

The remaining 22 cases are grouped as follows regarding 
their symptoms: 


Recurrence and medical treatment ............ 6 
Recurrence and operation ......... ved 2 


So far not a single ulcer has been found to degenerate 
into cancer. 

The Prevention of Recurrence of Ulcer and of Peptic 
Uleers. (Verhindert eine unserer bisherigen opera- 
tiven Massnahmen mit Sicherhiet Ulcusrezidiv, bzw, 
Ulcus pepticum jejuni.) Dr. Haperer. Archiv fiir 
klinische Chirurgie, Vol. 120, No. 2. 

Haberer arrives at the conclusion that all endeavors, up 
to the present, to prevent recurrent or peptic ulcer after 
operation, have only partially succeeded. Much work re- 
mains to be done. Well established beliefs are still being 
disrupted by the occurrence of exceptions. The only things 
that seems sure now, is that the best way to prevent the 
recurrences is to do resection after the Billroth type I 
operation. 

Peptic Ulcer in a Meckel’s Diverticulum, (Ulcere pep- 
tique du diverticule de Meckel. Hemorragies intesti- 
nales.) By E. C. Mrecevann and R, Dunant. Revue 
de Chirurgie, 1922, No. 9. 

A peptic ulcer is reported in a Meckel’s diverticulum 
which was lined with gastric mucous membrane. They 
argue from this finding that in these diverticula of the in- 
testine the mucous membrane can revert to the gastric type. 


The Causation of Symptoms in Cases Simulating 
Chronic Appendicitis. Howarp L. Prince, Roches- 
ter, N. Y. New York State Journal of Medicine, Feb- 
ruary, 1923. 

A general picture could be drawn of a patient having 
pain in the abdomen, indigestion, flatulence, constipation, 
dragging sensation in the right side, frequency of urination, 
backache, nausea, etc. These patients have these things in 
all sorts of combinations. A review of a relatively large 
number of case histories of patients operated upon and un- 
relieved, whose pathological report had been “normal ap- 
pendix,” brings to light this striking feature: the pain of 
which they complain is in the right lower quadrant and 
tenderness is practically constant. They may have the other 
features in all degrees and combinations, but their great 
complaint is pain and tenderness in the right lower quadrant. 
Whenever a patient with a chronic history complains of 
pain in the right lower quadrant and is tender on examina- 
tion, the appendix is the last thing to consider and not the 
first; unless there can be determined a history of colicky 
midline pain, the appendix is only to be considered a pos- 
sibly suspicious character. 

When we have gone all over the ground and still have 
been unable to find pretty definite reasons for attacking 
the appendix, we should not be betrayed into removing the 
appendix without a careful consideration of the purely 
psychical side of the case. We have been too prone to over- 
look the neuropsychiatric side of our results while making 
it the basis for the results of other kinds of practitioners. 
Prince is referring more and more of these cases to a 


woman trained in neuropsychiatry, and she accomplishes " 


one of two things in most of them: they either get better 
or else they transfer their symptoms to some other part of 
their anatomy. 


Submucous Appendicular Abscess of the Caput Coli. 
(Uber einen Fall von appendicularen submukosen Ab- 
scess des Caput Ceci.) By A. Szenes. Archiv fiir 
klinische Chirurgie, November 30, 1922. 

A case is described in which an abscess formed under 
the submucosa of the cecum. The explanation made is that 
an invagination of the appendix occurred because of nar- 
rowing of the appendicular ostium and closure of the latter 
with a fecal stone; perforation of the appendix took place 
in such fashion as to cause the pus to burrow into the layers 
of the wall of the cecum. 


The Principles of Surgical Treatment of Infections 
of the Peritoneum. Forses Fraser, Bath. The 
Bristol Medico-Chirurgical Journal, January, 1923. 

1. The peritoneum should never, or hardly ever, be 
washed, 

at should only seldom be drained. 

3. In peritonitis purgatives should never be administered. 

4. In peritonitis morphia should always be given. In 
dealing with septic peritonitis the abdominal wall should 
always be drained down to the peritoneum, but the perito- 
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neal cavity itself should in general be closed without drain--: 


age. 

Certain conditions, however, form exceptions to this rule, 
and in these the introduction of a drain into the peritoneum 
for a short time appears to be correct: 

1. When there is free oozing at the site of operation 
which cannot be completely stopped. As a collection of 
blood-clot is obviously undesirable in the presence of infec- 
tion a drain should be left in for 24-36 hours. 

2. When it is expected that a viscus may discharge its 
contents at the site of operation; e.g., the ligature may cut 
through the softened cystic duct after removing a gangrenous 
gall-bladder, and bile may be discharged. A drain at the 
point of expected leakage is an obvious safeguard. 

3. When there is present in the peritoneal cavity a 
localised abscess-cavity with organized walls which must 
discharge piecemeal over a period of time a drain must be 
left in. This is not strictly drainage of the peritoneum, 
but of an abscess-cavity which is really extra-peritoneal. 

4. When on account of the patient’s condition or for any 
other reason the primary focus of infection is not removed 
a drain must be inserted in its neighborhood, 


The Limitations of the Ochsner Treatment in Certain 
Cases of Suppurative Peritonitis. Joun H. Jopr- 
son and Damon B. Prerrrer, Philadelphia, Pa. <An- 
nals of Surgery, February, 1923. 

The usual case of early appendicular peritonitis should 
be operated upon without delay with the reasonable expec- 
tation that the peritoneum will take care of the infection. 
The same group of cases, properly and rigidly treated by 
anatomic and physiologic rest, can in the vast majority 
of instances be brought to subsidence or localization, condi- 
tions which permit operation with very low mortality. 
Failures will occur in each group, but the mortality figures 
will not differ greatly. The greater part of the mortality 
from appendicitis comes from the group which exhibits 
when first seen a widespread peritonitis with evidences of 
profound toxemia. ‘Those who have made use of Ochsner’s 
plan cannot fail to have been impressed with the general 
improvement and localization of the peritoneal process that 
may occur in seemingly desperate cases but often other cases 
exhibit no such tendency and proceed to generalization and 
death. On the other hand, those who practice immediate 
operation must often have had the experience that the post- 
operative condition of the patient is obviously worse than 
before operation, and death results from progressive tox- 
emia, within a few hours or days. It does not seem likely 
that the deaths in both groups affect the same individuals 
under such different forms of treatment. The authors be- 
lieve there are cases undergoing localization or capable of 
localization which yet present the signs of widespread 
peritoneal irritation and marked toxemia. Precipitate opera- 
tions in this group will often determine a fatality, when 
rational preoperative measures will bring safety. Certain 
types are likely to fall into this group, notably: (1) Young 
children, (2) cases of delayed and fulminating gangrene or 
perforation and (3) intra-abdominal rupture of a localizing 
or localized abscess. Such conditions can at times be 
reasonably surmised from the history and clinical conditions, 
and such evidence should take precedence over inflexible 
rules based upon ideas of a pathology which does not always 
run true to form, 


A Safe Method for Drainage of Intra-Abdominal Ab- 
scesses. JosEpH Ritus EastTMAN, Indianapolis. The 
Journal of the Indiana State Medical Association, Jan- 
uary 15, 1923. 

_ In cases of acute appendicitis with a definite resisting mass 

in the right groin, prudence directs that the flank incision 
made cautiously until the peritoneum is reached. If 

the peritoneum is found to be intact and movable over the 
underlying mass, the plan of peeling the peritoneum loose 
from the muscular abdominal wall and seeking a low point 
of puncture has much to recommend it. In such cases after 
reaching the peritoneum a thorough exploration with the 
finger should be made to determine whether a true abscess 
exists or whether the mass consists merely of the enlarged 
appendix, omentum and exudate. If no well defined fluc- 
tuating abscess is palpable through the intact peritoneum 


the abdominal cavity should of course be entered and the 
appendix removed. If, however, an abscess is felt under 
the intact peritoneum there is excellent reason for avoiding 
the entrance into the free peritoneal cavity. In such an 
instance the abscess can be punctured low with the gloved 
finger and drained through the space between the peritoneum 
and musculature. This offers an avenue of ample and safe 
drainage. If the low puncture cannot be made without con- 
siderable risk of contamination of the general peritoneal 
cavity, then a tampon of gauze and a drainage tube intro- 
duced deeply alongside or under the abscess will induce 
spontaneous rupture with safe drainage in practically every 
case. Experience has shown, that in cases presenting diffi- 
culty in determining whether abscess really existed or not, 
ample seropurulent drainage has been attended by prompt 
disappearance of the mass and complete recovery of the 
patient. In view of the relief afforded by the suction drain 

in such cases of doubt, the wisdom of opening up such a 

large mass and searching for the appendix in late acute or 

subacute cases may be doubted. 

Sometimes it has been found after opening the abdomen 
and peritoneal cavity in the usual manner, that large ap- 
pendiceal abscesses deeply situated could not be opened and 
drained in the ordinary transabdominal manner, without ex- 
tensive contamination of the general peritoneum. In such 
cases a very large cigarette drain with a protruding tuft of 
gauze was placed upon the abscess, the abdominal wound 
being closed around the distal end of the tube. It has been 
the almost invariable rule that rupture of the abscess has 
occurred within forty-eight hours, but not of course until 
the canal established about the tube was sealed off by peri- 
toneal adhesions. Thus a transabdominal but to all pur- 
poses extra-peritoneal avenue of drainage was constructed. 

A few times in the writer’s experience when attempts have 
been made to reach a pelvic abscess through a vaginal punc- 
ture, it has appeared that further dissection about the uterus 
might result in perforation of the pelvic peritoneum and in 
such instances the tampon tube has been passed into the 
pelvic cellular-tissue through the wound in the vaginal vault 
with the view of awaiting spontaneous rupture as the result 
of the dynamic effect of pressure, suction and chemotaxis. 
The rupture has almost invariably occurred after a few 
hours with ample drainage. 

The Pre- or Retroperitoneal Operation for Sub- 
phrenic Abscess as the Typical Operation. (Der 
pri- oder retroperitoneale Weg zum _ subphrenischen 
Abscess als typische Operation). By K, NATHER. 
Archiv fiir klinische Chirurgie, November, 1922. 

A brief is made for the use of a pre- or retroperitoneal 
approach for the drainage of a subphrenic abscess. One of 
the advantages claimed is that one avoids opening the pleural 
cavity. The experience of the clinic at Zurich makes this ap- 
proach seem the preferable one. In the anterior operation 
the incision is parallel to the ribs; in the posterior operation 
the incision is in the loin with resection of the twelfth rib. 
In either case the peritoneum is separated from the dia- 
phragm and the abscess when reached is opened extraperi- 
toneally. 

Chronic Obstructive Jaundice (Noncalculous). Re- 
view of Nine Cases Treated by Cholecystogastrostomy. 
Wiuiam A. Downes, New York. The Journal of the 
A. M. A., February 10, 1923. 

Downes reviews 9 cases treated by cholecystgastrostomy. 
All patients suffering from chronic obstructive jaundice, he 
says, should be operated on, as surgery offers the only hope 
of relief. Internal drainage of the bile ducts is preferable 
to external drainage, just as it is desirable, when possible, 
to anastomose around inoperable growths in the intestine 
in order to avoid the formation of an artificial anus. The 
slightly greater risk involved in anastomosing the gallbladder 
than in establishing simple drainage is more than offset by 
the increased comfort of the patient, plus the added ad- 
vantage of retaining the biliary secretion. Besides, in the 
event of a cure by external drainage, a secondary operation 
is necessary in order to close the fistula. Downes has 


found is easier to unite the gallbladder to the stomach than 
to the duodenum, and, since the passage of bile through the 
stomach is harmless, he considers cholecystgastrostomy the 
operation of choice. 
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Studies in Gall-Bladder Pathology. Wu.1am Boyp, 
Manitoba. The British Journal of Surgery, January, 
1923. 

The author draws the following conclusions : 

1. A study of the gall-bladder with the binocular dis- 
secting microscope reveals a new view of the anatomy of 
the organ, and throws suggestive light on the question of its 
function. 

2. That function is undoubtedly one of absorption, and 
it is possible that one of the chief substances absorbed is 
the cholesterol of the bile, 

3. The formation of deposits of cholesterol ester in the 
mucosa of the gall-bladder is an important feature in many 
cases of early cholecystitis. 

4. These deposits occur both in the surface epithelium, 
in the connective-tissue stroma, and possibly in the lymph- 
atics. 

5. In some cases at least the first step in the develop- 
ment of gall-stones may consist in this formation of choles- 
terol deposits. 

6. A new microchemical test for cholesterol in the tis- 
sues is described. 


Gall-Bladder Disease. Martin E. Reuruss, Philadel- 
phia, Pa. Southern Medical Journal, February, 1923. 
The measures at our disposal from the medical angle are: 
First, the removal of all focal infections or their correction. 
This includes the teeth, nose, throat, sinuses and upper res- 
piratory tract, the correction of gastrointestinal infections 
and urinary infections. Second, if Chauffard be right in his 
contention that cholesterol is increased in the circulating 
blood, it follows that we have in the diet a means for con- 
trolling the exogenous cholesterol intake. There are many 
foods which are rich in cholesterol, and one of the com- 
monest is the egg. In the French diet for this purpose, the 
diet is limited to cereals, vegetables, fruit and milk, and 
they insist upon skim milk, so that the fat is cut to a mini- 
mum. Furthermore, a comparatively low protein diet is 
desirable owing to the fact that in almost every case of gall- 
bladder disease there is some colon retention, 

All measures from milk laxatives and cathartics to a diet 
which is laxative in nature, and even the thorough cleansing 
of the colon are measures which are indicated in gall-bladder 
disease, except of the acute variety. These measures result 
in an alteration of the portal blood, and therefore an im- 
provement of the liver bile. Put the patient on a low fat, 
low protein diet and carry out measures destined to insure 
a daily complete evacuation of the bowels. 

Rehfuss has used duodenal drainage many thousands of 
times, but always combined it with a Murphy drip and laxa- 
tive substances in such a way as to act over a period of 
time. It is difficult to conceive of the removal of a small 
amount of bile as markedly improving gall-bladder disease. 
Certainly an infection of the gall-bladder wall cannot be 
changed in that way. On the other hand, it is logical to 
expect relief from biliary stasis. 

One ought always to be on guard for possible associated 
diseases of which the most common are chronic appendicitis, 
chronic colitis and chronic lesions of the stomach and duo- 
denum. 

Rehfuss urges operation: when medical treatment fails 
to produce amelioration of symptoms and a cessation of 
acute attacks; when there are gross deformities in the 
upper right quadrant, usually demonstrable by the x-ray; 
in the presence of acute inflammatory diseases under pre- 
cisely the same condition that one would operate upon an 
acute appendicitis; in the presence of common duct block 
or in the presence of chronic gall-bladder disease at the 
malignancy age when the patient fails to register, after an 
appreciable period of medical treatment, any improvement. 


The Parieto-Colic Fold (Jackson’s Membrane). (Le 
pli parieto-colique—membrane de Jackson.) By MutTEL 
and FourcHe. Revue de Chirurgie, 1922, No. 9. 

Jackson’s membrane is a normal, though rare, anatomical 
fold: it occurs in 15 per cent. of the fetuses and new-born. 

It is no other thing than the parieto-colic membrane, or the 

parieto-reno-colic membrane made larger by increase in 

growth from the posterior aspect of the colon between the 
fold itself and the meso-colic insertion. 


The Treatment of Cystocele, Rectocele and Uterine 
Prolapse. Ropsert T,. Franx, Denver, Colo. The 
American Journal of Obstetrics and Gynecology, Janu- 
ary, 1923. 

Frank describes clearly the anatomy of the structures con- 
cerned in the production and in the repair of these pelvic 
hernias. 

Not every case of cystocele, rectocele and prolapse re- 
quires operative intervention. Many patients should at least 
be tided over their period of child-bearing by palliative 
measures. 

A cystocele alone, if the perineum is intact, may be re- 
tained by a Skene or a Gehrung pessary. This is necessary 
if frequency of urination or incontinence develops. 

A rectocele, alone, rarely causes more than annoyance. 
No pessary, in the long run, will adequately retain it. 

Prolapse of the uterus, in a young woman, who desires to 
have more children, may be kept back with simple pessaries, 
These are removed at night by the patients and reinserted 
before rising. 

It is also unwise to operate upon old, debilitated women 
who are poor operative risks. Here, too, pessaries are ad- 
vised. 

If operation is to be performed upon a woman who ex- 
pects to have more children, the vaginal tube and outlet 
must not be unduly narrowed. Care must be exercised in 
repair of the cervix, trachelorrhaphy according to Emmet’s 
method being preferable to cervical amputation or trachelo- 
plasty (by coring), because amputation frequently induces 
sterility, or if pregnancy supervenes, may cause severe dy- 
stocia. If the uterine body is displaced, most frequently 
either retrofiexed or retroposed, the corrective operations 
should aim to shorten the round ligaments and not fasten 
the uterus to the abdominal wall, because ventrosuspension 
or ventrofixation may produce serious disturbances through- 
out pregnancy and during labor. 

In women, who are to be sterilized at operation, or who 
have passed the menopause, none of the above objections 
applies. Here three methods of operation may be considered. 

1. Repair of the anterior and posterior vaginal wall and 
perineum from below, followed by ventrofixation. 

2. Interposition of the uterus between the inferior bladder 
wall and the vagina, and repair of the perineum. 

3. Vaginal hysterectomy, with suture of the lateral stump 
below the bladder, followed by perineal repair. 

In very old women, or where severe recurrence of pro- 
lapse has taken place after vaginal hysterectomy, oblitera- 
tion of the vagina may be practiced, if the patient and hus- 
band are first enlightened as to the end-results of the opera- 
tion. 

With very few exceptions, repair of the cystocele and 
rectocele from below, combined with either the Alexander- 
Adams operation of ventrofixation from above, is applicable 
to all varieties of prolapse in Frank’s experience. 

Occasionally, in short fat women, where laparotomy is 
extra-hazardous, and where a large cystocele causes the 
most serious disability, he has used the interposition opera- 
tion. 

The principle involved in repair of cystocele is based upon 
separation of the descended bladder from the uterine cervix, 
repair of the pubocervical fascia in the median line, and 
suture of this structure high up to the cervico-uterine junc- 
tion so as to reestablish a tense continuous bladder shelf. 


Repair of high rectocele requires exposure of the anterior 
rectal wall high up, opening of Douglas’ culdesac, oblitera- 
tion of this pouch by circular suture and repair of the torn 
rectal fascia. This repair is usually combined with repair 
of low rectocele and torn perineal body. 

Repair of low rectocele and lacerated perineum should 
be by exposure of the anterior rectal wall, separation of the 
rectum laterally from adjacent structures, approximation 
of the levator edges and triangular ligament en masse. 

Frank says that if the anatomy of the pelvic outlet is 
understood, if cases are judiciously selected, and if the 
technic described is followed, the results are fully as satis- 
factory as those obtained in the radical cure of inguinal 
hernia. A certain number of recurrences may be expected, 


especially in patients with flaccid tissues and general enterop- 
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tosis. It should be emphasized that patients whose com- 

plaints and pains do not arise from the minor lacerations 

of the cervix, the small cystocele, the negligible rectocele, 
will not be benefited by unnecessary plastic repair, 

Fibromata of the Ovary. Merte R. Hoon, Rochester, 
Minn. Surgery, Gynecology and Obstetrics, February, 
1923. 

Fibromata of the ovary may occur at any age after pub- 
erty; they comprise 3.5 per cent. of all ovarian tumors. 
There may be comparatively few symptoms and the tumor 
may be present a long time without the patient’s knowledge. 
Ascites and tumor of the pelvis do not necessarily mean 
abdominal malignancy. The treatment is surgical. All 
ovarian tumors should be operated upon as soon as diag- 
nosed. The prognosis is good. Menstruation is usually 
regular and normal in amount as could be expected follow- 
ing unilateral ovariotomy. Normal pregnancy may occur 
in patients of childbearing age, when only one ovary, or 
one ovary and one tube, has been removed. 

The Radiation of Pain in Lesions of the Fallopian 
Tube. Maurice Marcus, Cardiff. The British Med- 
ical Journal, February 3, 1923. 

Lesions of the Fallopian tube cause pain which, arising 
in the iliac fossa, is referred down the front of the thigh 
to the knee. This distribution of pain is significant of an 
involvement of the tube, and appears to be of diagnostic 
value. It suggests, further, that the tube is represented in 
the spinal cord by the eleventh and twelfth dorsal and the 
first three lumbar segments. 

The pain of appendicitis starts usually round the um- 
bilicus, and, felt later in the right iliac fossa, does not pass 
below the groin, 


Ovarian Fimbrial and Paratubal Gestation. (Uber 
Graviditas overica, tiber Graviditas fimbriae ovaricae 
und tiber Graviditas paratubaria.) O. HorHNe, Zen- 
tralblatt fiir Gyndkologie, January 6, 1923. 

Hoehne describes three most unusual cases. The ovarian 
pregnancy, which terminated in rupture at 4 weeks, was 
situated in the peripheral portion of the corpus luteum. 
The fimbrial pregnancy produced a fairly well encapsulated 
hematocele, neither the ovary nor the tube proper being in- 
wolved. In the peritubal gestation the pregnancy had oc- 
curred in an accessory tube, a massive intraperitoneal 
hemorrhage having taken place. 


X-raying of the Spleen to Control Uterine Bleeding. 
(Milzbestrahlungen bei gyndkologischen Blutungen.) 
NurNBERGER. Zentralblatt fiir Gyndkologie, January 
, 1923. 

Of 25 patients suffering from uterine hemorrhage, 18 
were permaneritly relieved by the treatment. In two cases 
amenorrhea persisted for a considerable period, which 
makes it appear that secondary effects are exerted upon the 
ovary (probably direct radiation?). Eight of the patients 
had adnexal tumors, 10 so-called functional ovarian hemor- 
rhages. In several cases the bleeding stopped within one- 
half hour of the treatment. In the majority cessation took 


- place on the third day, which is the day on which the coagu- 


lant factor reaches its highest intensity. 

Patients were radiated while lying on their side, the field 
being 6x8 cm. The apparatus used was the “Symmetry”, 
Coolidge tube, 190 kilovolts, filter 0.5 zinc and 3.0 alumi- 
num, at a distance of 23 cm. The first treatment consisted 
of 1/4 H. E. D. If, as rarely happened, no effect was ob- 
tained, three days later an additional 2/3 H. E, D.. was 
given, 


(Kystoma serosum simplex per- 
Zentralblatt fiir Gynékol- 


A Huge Ovarian Cyst. 
magnum.) P. WEISCHER. 
ogie. January 6, 1923. 

This report from China describes a huge ovarian cyst 
successfully removed from a Chinese woman, 40 years of 
age. The patient before operation weighed 177 pounds, 
of which the tumor represented 105 pounds. 

Under local anesthesia a small median incision permitted 
the insertion of a trocar, through which 49.5 liters of cyst 
content were evacuated during the course of 1%4 hours. 
Then under ether narcosis the flaccid cyst was removed. 
Uneventful convalescence, 


Immediate Versus Delayed Operation in Cases of 
Collapse Following Ruptured Ectopic Pregnancy. 
E. M, Hawks, New York. Surgery, Gynecology and 
Obstetrics, February, 1923. 

Deaths from hemorrhage are not uncommon. Of 824 
cases of ectopic pregnancy, 187 were prostrated from hem- 
orrhage. There were 10 deaths from hemorrhage in 74 of 
these cases. The remaining 113 were operated upon immed- 
iately. The Medical examiner’s office has recorded 21 deaths 
from hemorrhages in the last 4 years. The records of the 
Board of Health show that in 1921 there were 20 deaths 
from ectopic gestation in the Borough of Manhattan and 
that 5 of the 20 died from hemorrhage unoperated upon. 

The immediate operation in the serious cases gives the 
better result. Mortality in 113 consecutive cases of collapse 
operated upon immediately in three institutions was 8.8 per 
cent. Mortality in 71 consecutive cases of collapse with 
expectant treatment and deferred operation in two institu- 
tions was 17 per cent. In a more recent series of 21 con- 
secutive cases of collapse in one institution operated upon 
immediately, there was one death. 


Volvulus During Pregnancy. (Uber Volvulus in der 
Gravidatét.) By Dr. mMep. Ernst Konic. Archiv fiir 
klinische Chururgie, November 30, 1922. 

For the occurrence of a volvulus during pregnancy both 
predisposing and exciting causes are necessary. The preg- 
nancy forms the actual exciting cause. In the case report- 
ed the volvulus was further associated with a chyle cyst of 
the mesentery. 


Bacteriology of Fatal Systemic Infections Following 
Miscarriage or Abortion. Wruttson B. Moopy, Chi- 
cago, Ill. American Journal of Obstetrics and Gyne- 
cology, January, 1923. 

From this study of the bacteria found in women dying 
from sepsis following abortion, it appears that the hemoly- 
tic streptococcus is more often found than other organisms, 
but that such bacteria as bac. coli and staphylococci are not 
infrequently present. It is possible that the hemolytic strep- 
tococci are present in the lochia, but it appears that some 
outside influence such as trauma from instrumentation, 
douches, and the like, are necessary to bring about gen- 
eralized infection. 


An Analysis of Cases of Bacteriemia Occurring at 
the Lying-in Hospital, 1920-1922. Rosen- 
soHN, New York. Bulletin of The Lymg-In Hospital 
of the City of New York, January, 1923. 

The analysis of the cases of bacteriemia occurring in the 
last two years at the Lying-In Hospital show: 

1. An incidence of 14 cases in a total of 9,602 or 0.14 
per cent., which developed in the hospital after admission. 

2. Of 22 cases repor gg, excluding one frank pneumonia 
complicating pregnancy “with a pneumococcus Type IV in 
the blood, the 21 cases Were almost evenly divided between 
primipare and multipare with a total mortality of 57 per 
cent. 

3. There was a mortality of 75 per cent. in the operative 
cases as compared with 33 per cent.’ in the spontaneously 
delivered cases. 

4. The occurrence of perineal lacerations increased the 
mortality. 

5. The greatest mortality occurred in cases where staphy- 
lococcus aureus or albus or several organisms were recov- 
ered from the blood stream; the best prognosis seemed to 
go with b. coli and nonhemolytic streptococcus. 

6. In cases where there were metastatic foci of infec- 
tion, the mortality was less than in cases where no such 
lesions existed. 


A Review of 153 Cases of Bladder Stone Removed 
by Lithotrity. Jonn L. CrensHaw, Rochester, Minn. 
Minnesota Medicine, February, 1923. 

Complications necessitating cystostomy occur in probably 
more than 50 per cent, of cases of stone in the bladder, but 
the results of lithotrity are so much better that such a pro- 
cedure should be followed unless definitely contraindicated. 
The contraindications are: 

1. A stone of such large size that the jaws of a litho- 
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trite will not embrace it. 

2. A stone so nearly filling a contracted or deformed 
bladder that the lithotrite jaws cannot be opened. 

3. Prostatic hypertrophy, bladder tumor, diverticulum, or 
other complications which would necessitate cystostomy fol- 
lowing the removal of the stone. In cases of prostatic 
hypertrophy and vesical calculus in which there is some 
contraindication to cystostomy, litholapaxy can usually be 
performed under sacral or general anesthesia in spite of the 
prostatic obstruction. There are many cases, also, where a 
small prostatic hypertrophy is increased in size by the con- 
gestion due to the bladder stone and all residual urine and 
symptoms will disappear following the removal of the stone; 
this type of case should unquestionably have a litholapaxy. 
Stones in a deep diverticulum with narrow orifice require 
cystostomy, while those in shallow pockets can often be 
crushed and the pocket opened widely into the bladder by 
fulgurating the orifice. 

4. If the nucleus of the stone is known to be of such 
physical character that it cannot be readily freed from the 
lithotrite, unless the operator is prepared, if necessary, to 
perform a cystostomy at the same place and time, 

5. If a stone is attached to the bladder wall, and if any 
operation has previously been performed on the bladder or 
adjacent structures. 

6. Stones with a sharp foreign body as a nucleus, unless 
proved to be free in the bladder with the aid of a cysto- 
scope. In order to guard against recurrences: 

1. Roentgen-ray and cystoscopic examinations must be 
made after litholapaxy to be sure that all fragments are 
removed. 

2. Infected kidneys should be treated with pelvic lavage 
or nephrectomy if necessary, and focal infections removed. 

3. If there are stones in the kidney they should be re- 
moved. 

4. Cystitis should be relieved by lavage and topical ap- 
plications. 

5. Causes of retention such as prostate or stricture must 
be removed if possible, or, if these cannot be removed, as 
in the case of atonic bladder, the regular removal of residual 
urine should be practiced. 

6. Diverticula, if they retain urine, should be removed. 


Hygienic and dietetic measures that benefit the general ° 


health should be adopted. 

A New Method of Making Ureteropyelograms. 
NaTHAN P. Sears, Syracuse, N. Y. Surgery, Gyne- 
cology and Obstetrics, February, 1923. 

The following technic is simple and has the advantage of 
filling the ureter from below, without having first disturbed 
its natural course by passing the catheter, and also prevents 
the reflux of solution about the catheter : 

A wax spindle about 2.5 to 3 mm. in diameter is placed 
on the whistle tip catheter about 1 to 1.5 cm. from the tip. 
The catheter is threaded back through the cystoscope in 
the usual way of passing wax tips (described by Harris 
and also by Hinman). The instrument is then introduced, 
the catheter with the bulb is passed into the ureter to te 
studied so that the bladder wall holds the bulb. This per- 
mits the tip of the whistle tip catheter to enter the ureter. 
The other side is catheterized and urine collected from each 
for study. The patient’s shoulders are elevated slightly 
and a 14 by 17 x-ray plate is placed under the back so that 
it inclines downward at an angle of about 10 to 15 degrees. 
The ureter and pelvis are then gently filled in the usual man- 
ner. 

If the patient is flat on his back the upper ureter does not 
fill, probably due to the fact that the fluid, after crossing 
the iliac crest, flows rapidly to the pelvis and produces the 
pain of distention, prohibiting further injection. The 
Trendelenburg position permits the kidney to fall upward 
and thus disturbs its casual position and does not give true 
information. After the picture is taken the catheter may 
be passed up, or, if the bulb interferes, another catheter 
passed. 

Polycystic Kidney. R. H. Crawrorp, Rutherfordton, 
N. C. Surgery, Gynecology and Obstetrics, February, 
1923. 

Polycystic kidney is congenital and practically always bi- 
lateral. Cysts of the liver may accompany the condition. 


In fetal and infant life hare-lip, supernumerary fingers or 
toes, club feet, etc., may be present along with cystic kid- 
neys, 

Heredity plays an important role and in the experience 
of the author it is a familial affection. 

Surgical interference may be adopted—the cysts opened 
and drained with temporary relief to the patient. Nephrec- 
tomy is not indicated even though one kidney appears 
normal, because the remaining kidney almost invariably be- 
comes cystic. 


The patients are poor operative risks. The majority of 


them live to the third or fourth decade and many have no ° 


symptoms other than a sense of fullness and hardness in 

the abdomen. The tumors are slowly growing formations 

and are rarely seen between infancy and 18 years of age. 

Vasoligature (Epididymectomy) Employed ad mod. 
Steinach With a View to Restitution in Cases of 
Senium and Other States (Impotency, Depres- 
sion). Knup Sanp, K6penhamn. Acta Chirurgica 
Scandinavica, Vol. LV., Fase. IV. 

Sands records 18 cases but with the observance of all 
objectivity and sobriety, he concludes, after all the experi- 
ments known from other authors together with his own 
experiences: In vasoligature (performed as an epididymec- 
tomy) we have an operation which, besides being free from 
danger and harmless, has proved, in cases of senility as well 
as of impotency and depression, in some cases to act nega- 
tively (for reasons easily explicable from a professional 
standpoint), in other cases improvingly and, finally, in a 
great number of cases, astonishingly well, to the joy and 
complete satisfaction of the patients, 

Therefore it will be right and perfectly justifiable to con- 
tinue to try it in discriminately selected cases, after clearly 
explaining the purpose and advantage of the operation. The 
experiences hitherto made have not excluded, but on the 
contrary made it seem very likely that, through this opera- 
tion, we may influence the organisms in the direction of a 
certain stimulation, regeneration or restitution, whatever it 
be called. 

On account of the great difficulty in procuring material 
for transplantation it is most likely that the vasoligature 
method, in case it should continue to give favorable results, 
will gain the pre-eminence; however, it is possible that the 
transplantation method may have a certain value for the 
problem of the regeneration of females. 

Those visions raised, especially in the popular press, by 
the unfortunate denomination of rejuvenation must be left 
alone; we must continue to work steadily with a view to 
more modest claims and ends which may still be of value 
to the sick and suffering among us. 

The Effect of Phenol-Camphor in Joints. (Zur Kennt- 
nus der Phenolkampferwirkung im Gelenken.) Dr. 
AnpreAs Henri. Archiv fiir klinische Chirurgie, Vol. 
120, No. 2. 

Experimentally the injection of phenol-camphor solutions 
into a joint results in no damage to the cartilage or synovial 
membrane. The prophylactic use of this preparation in 
cases of joint injury at the Leipzig clinic was followed in 


no case by suppuration and full function remained after © 


healing. In suppurative conditions there was a_ beneficial 
effect to be noted. After healing there was a very good 
function and clinical and s-ray examination showed that 
the possibility of secondary arthritic changes (Axhausen) 
can, for the present, be excluded. Phenol-camphor has a 
biologic action on the infectious agent, sparing the healthy 
tissues. It is concluded that the preparation ought to be 
used in every case of joint trauma as a prophylactic. 


Urochromogen Reaction in the Urine in Surgical 
Tuberculosis. (Erfahrungen mit der Weisschen 
Urochromogenreaktion des Harns bei der chirurgischen 
Tuberculose.) M. Fiescu-Tuesesius and B. Lion, 
Archiv fiir klinische Chirurgie, Vol. 120, No. 2. 

The reaction determines the resistance powers of the in- 
dividual. A positive reaction indicates a bad prognosis and 
is a danger signal. It is coincident with a fall of the body 
weight. The reaction under such conditions enabled a de- 
cision in regard to operation in doubtful cases. When after 


an operation bettering of conditions resulted, the reaction 
The test is very simply carried out. 


became negative. 
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